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In acute renal failure, life often can be prolonged 
by timely dialysis, and ultimate recovery of the patient 
is possible unless the underlying disease precludes it. 
In chronic uremia—especially in patients with desper- 
ate vomiting—one or two dialyses may accomplish in 
a few days the same symptomatic result that careful 
(often frustrating ) medical management aims to bring 
about in weeks. The purpose of this paper is to demon- 
strate the applicability of a disposable unit, which, in 
combination with simple pumps and a tank of rinsing 
fluid, can be used as an artificial kidney. 

Principle of Artificial Kidney 

All artificial kidneys currently in use function on the 
principle of dialysis, which implies exchange through 
a semipermeable membrane: the blood is on one side 
of a cellulose membrane and rinsing fluid is on the 
other. Diffusible substances of small molecular size, 
such as urea, creatinine, uric acid, and phosphate, 
* freely traverse the membrane. Plasma proteins and 
. protein-bound substances are held back. Even viruses 
will not go through the cellulose membrane, Sub- 
stances with small molecules are removed from the 
blood if the volume of rinsing fluid is large and/or is 
continuously refreshed and if their concentration is 
greater in the blood than in the rinsing fluid. Electro- 
lytes can pass through the membrane, but by adding 
them to the rinsing fluid an equilibrium is maintained 
between the electrolytes in the blood plasma and those 
in the rinsing fluid. In this way the piasma electrolyte 
concentrations can be controlled. Acidosis, hyperpotas- 
semia, or hypopotassemia can be corrected within a 
few hours, and sodium content can be adjusted to any 
predetermined level. The rinsing fluid generally used 
approaches the composition of normal blood plasma 
(table 1), although the sodium content usually is 
lower (133 mEq. per liter ). The patient’s blood usually 
is withdrawn from the radial artery and after it has 
been purified (cleared by dialysis) is returned to a 


* A disposable type of artificial kidney, a dialyzing 
unit consisting of twin coils of cellulose tubing, was 
used in eight patients. The biochemical details of 11 
dialyses are given to show the reduction of blood 
urea thus achieved, and the clinical effects are illus- 
trated in a table and in three case histories. In one 

_ patient a total of 50 gm. of urea was removed at one 
session and 66 gm. at a later time. 

The device here described has a dialyzing area of 
18,000 sq. cm. and gives a ureo clearance of about 
140 ml. per minute. It has an advantage over some 
other forms of artificial kidney in being disposable; 
this eliminates certain problems of cleaning, steriliz- 
ing, and setting up. The temporary improvement in 
some patients and complete recovery in others dem- 
onstrated the lifesaving possibilities of this apparatus. 


vein. In its subsequent circulation through the body, 
the blood becomes loaded with new retention products 
that will be removed during the next course through 
the artificial kidney. 
Description of Coil Kidney 

Our present dialyzer,' or coil kidney, is a further 
development of artificial kidneys made by Necheles 
(1923),? Von Garrelts (1947),* Alwall (1949),* and 
Inouye and Engelberg (1953).° To make cheap, dis- - 
posable dialyzers fit for mass production, we revived 
the old design in which the tubes for dialyzing the 
blood were enclosed between screens through which 
the rinsing fluid circulates, Our coil kidney consists of 
a stationary coil of celiulose tubing separated by Fiber- 
glas screens. Narrow strips of screen along each side of 
the cellulose tubing allow a limited distention when 
the tubing is filled with blood. The layers of screens 
and tubing are sewed in large rolls (fig. 1). A strip 
with two cellulose tubes in parallel arrangement makes 
a “twin” kidney. 
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Ten-meter lengths of finished rolls are fitted with 
inlet and outlet tubes for the blood and are coiled 
around a fruit-juice can 10 cm. in diameter. The fin- 
ished coil is fitted into a larger can (fig. 2), with a 
garden-hose connection for the rinsing fluid at the 
bottom. The inflow and outflow tubes are stored in the 
can, and a lid or top is sealed on in a household can 


Fig. 1.—Roll of sewed Fiberglas screen with dialyzing tube inside. This 
roll is for a single kidney, which has two spacers (narrow strips on both 
sides of cellulose tubing) and four layers of screen to allow rinsing fluid to 
percolate freely through wire mesh around tube. Twin kidney is twice as 
wide and has two cellulose tubes. 


sealer. The entire unit may be sterilized either in an 
autoclave or with ethylene oxide as is done in indus- 
trial sterilization. The coil kidney can then be shipped 
and stored and is ready for use after having been 
washed out with saline solution. At the time of use, 
the top of the can is removed with a can opener and 
the tubes for inflow and outflow of the blood are found 


_ 


Fig. 2.-Twin kidney completed, with inlet and outlet tubes for the blood, 
is held next to, A, and in, B, large tin can in which it is sealed for storage. 
In bottom of can is garden-hose connecting piece through which rinsing 
fluid enters can during actual operation. 


inside. The entire unit is placed in or over a 100-liter 
reservoir filled with rinsing fluid. Through the garden- 
hose connection in the bottom, the rinsing fluid is 
pumped in; it flows out over the open top of the can 
and back into the reservoir. While the blood circulates 
around in the coiled tubing, the rinsing fluid circulates 
crosswise through the wire mesh. 
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Additional Equipment 


A simple pump (Sigmamotor ) may be used to pump 
the blood. Another pump (Hypro portable pump) is 
necessary to circulate the rinsing fluid. A tank for the 
rinsing fluid is required; we prefer a stainless steel 
tank with a capacity of 100 liters (for easy calcula- 
tion), with large inflow and outflow pipes (for quick 
changing of rinsing fluid), and with thermostatic con- 
trol at 37 to 39 C (100 to 102 F). Initial investment 
in the additional equipment here described need not 
exceed $800. 


Performance 


The twin coil kidney requires 750 to 900 ml. of blood 
for priming; it has a dialyzing area of 18,000 sq. cm. It 
requires a rinsing fluid flow rate of at least 3 liters per 
minute, At a blood flow rate of 200 ml. per minute, 
urea clearance is 140 ml. per minute, providing the 
rinsing fluid is fresh. To overcome resistance inside the 
coil, and for return of blood to the patient’s vein, a 
pressure of 160 to 180 mm. Hg is required, which is 
delivered by the blood pump. 


Clinical Results 


Eleven dialyses performed in eight patients are 
summarized in table 1. Five patients had chronic 
uremia on the basis of chronic renal disease and com- 


TABLE 1.—Composition of Rinsing Fluid® for Artificial Coil Kidney 


mEq. Liter 


Gm./ 100 - ~ 
Component Liters Na+ K+ Ca++ Mg++ Ch HCOs— 
Sodium Chloride 570 = 97 
Sodium 
Bicarbonate 300 = 36 36 
Potassium 
Chloride 400= 5 5 
Caleium Chloride 8 = 5 5 
Magnesium 
Chloride 145 = 3 3 
Total 133 5 5 3 110 36 


*Inecludes invert sugar (Travert),0.4%, and lactic acid to adjust pH to 7.4. 


plications of hypertensive cardiovascular disease that 
precluded long-lasting clinical benefits. The case report 
of one of these who was improved for three months 
will be presented. Three patients had acute uremia. 
One patient (case 2, table 2) had acute anuria fol- 
lowing an abdominal operation; after initial improve- 
ment and establishment of diuresis he died from peri- 
tonitis. One patient (case 7, table 2) had acute anuria 
as part of a hepatorenal syndrome, and one had anuria 
following a transfusion accident and hysterectomy 
(case 8, table 2); both recovered, and their case 
reports will be presented. 


Uremic Symptoms 


Uremic twitching was lessened in two of the three 
patients in whom it was present. It did not improve in 
the third patient, who also had severe hypertension. 
One patient was not mentally disturbed; all the other 
patients, as judged mainly from their ability to main- 
tain conversation, were improved. There was less 
somnolence, and often a feeling of well-being was 
expressed by patients the day after dialysis. Vomiting 
lessened in all patients in whom it was _ present, 
although it sometimes continued during dialysis. 
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Reactions During Dialysis 

Special attention was given to the possibility of 
occurrence of reactions that have been observed dur- 
ing or after the use of other types of artificial kidneys. 
In order that. all disagreeable sensations might be 
recognized, general anesthesia, barbiturates, meperi- 
dine (Demerol) hydrochloride, and morphine were 
withheld from all patients prior to treatment with the 
coil kidney. Subjective disagreeable sensations were 
absent, with the exception of local pain in the arm at 
the site of the cut-down in two patients and, in the 
majority, fatigue toward the end of the procedure. 
Rises in blood pressure were observed in most patients 


TABLE 2.—Summary of Eleven Dialyses (Eight Patients) with 
Coil Kidney 
Case No. 


1 2 3b* 4a 4b 5 Ga Gh 7 8a* 8b* 


Chronie acute 

Uremic 

“uremie twitching’ Ot O tt O Ut I O O O O O 


Sensorium during 

dialysis and 1 day 

alter dialysis oO l I I I I I I 
Vomiting Oo H I 1 1 I I I 
Reaction during dialysis 

all in blood pressureO O O OF O O O O O 
Rise in blood pressure+ Of + + + + + + + OF OF 
Chills or rigor Oo 0 0 0 O O Q O 


Rise in temperature, 
degrees Fahrenheit 


Oozing of blood from ° 


ts 
_ 
~ 
= 
= 


eut-down sites + O O O + + + Oo + 

Other hemorrhaging O O O oOo 0 
Blood chemistry 

Blood 

mg./ 

om shoe dialysis 332 252 158 #279 195 198 252 213 252 191 210 

after dialysis 189 147 9 108) «66 «169 «114 174 «143 

dialysis 19,1 154 12.2 18 | 23 13.7 

after dialysis 8.4 7 7.7 rn 13° 8.4 


Blood flow, ml./min. 125 200 200 200 200 250 190 259 200 200 200 
Clotting time—1 hr. 

before end of 

Total heparin used, mg. 130 140 188 145 170 180 130 160 195 120 155 
Duration of dialysis, hr. 64 5 6 6 7% 7% 6 7 7 6 6 
Survival after dialysis, 
4+ 2+ 1%Re- Re- 

cov- 


ered ered 


* Case reported in text. 

+ O=absent, or function not disturbed; I=improved by dialysis: and 
U=unimproved by dialysis. 

§ A dialysis was performed on the previous day; too little heparin was 
used, and after two hours the blood filter became clogged. This was not 
noticed; the blood pump continued to function, causing distention of the 
cellulose tubing and loss of the patient's blood. Blood pressure fell, but 
responded rapidly to transfusion. The arterial and venous cannulas were 
left in piace and were used for the dialysis on the next day; this dialysis 
is reported in this table. 

t No chronie hypertension prior to treatment. 


after three to five hours of dialysis. These rarely 
exceeded 20 mm. Hg and were not a serious problem 
in any. Pentolinium ( Ansolysen ) tartrate, 0.25 to 2 mg. 
intravenously, was given to five patients to suppress 
these responses.° Rises in temperature were slight. In 
one patient there was a rise of 2 degrees Fahrenheit; 
the temperature on previous days had been irregular. 
Oozing of blood from the cut-down sites, although 
occurring in four patients, was not serious and stopped 
after removal of the cannulas and closing of the 
wounds, Other bleeding did not occur. Addition of 
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heparin was discontinued two hours before the sched- 
uled termination of dialysis. Clotting time during the 
last hour of dialysis was 10 to 20 minutes. Visible 
hemolysis was not observed in any of the patients. The 
fall in levels of blood urea and creatinine within five 
to seven hours is indicative of the effectiveness of the 
dialysis. The performance of the coil kidney approaches 
that of the most effective artificial kidneys now 
available. 


Apparent Drawbacks of Coil Kidneys 


It takes 750 to 900 ml. of blood to prime the twin 
kidney; however, with future refinement and standard- 
ization of construction this priming volume probably 
can be reduced. Leaks have occurred in about one of 
every 20 kidneys; they are detected if blood is added 
to the saline solution used in perfusing the kidney 
prior to connection with the patient. A seriously leak- 
ing coil kidney must be replaced with a new one. Care 
must be taken that the outflow from the kidney to the 
vein and in the vein itself is free. A clot in the blood 
filter, a strip of adhesive tape, a bandage, or a sleeve 
over the arm proximal to the venous tube may cause 
back-pressure in the coil kidney, and, if blood contin- 


ues to be pumped into the other end of the kidney, the 


built-up pressure may rupture the tubing. A rise in 
pressure in the outflow tract may be recognized by 
palpation or by placing an aneroid manometer in the 
circuit. 

Report of Cases 


Case 3 (Curonic Uremia ).—A 35-year-old woman had been 
in good health until her fourth pregnancy, at which time she 
developed edema and slight hypertension. In January, 1955, 
some months after the sixth pregnancy, she was hospitalized 
because of dyspnea, and she was given digitalis, On April 28, 
1955, she was admitted to Cleveland Clinic Hospital because of 
nausea and vomiting. The diagnosis was chronic glomerulone- 
phritis and hypertension. Therapy included blood transfusions, 
glucose infusions, administration of sodium lactate, antibiotics, 
and vitamins, and an attempt to treat her with a high-caloric, 
low-protein diet. Vomiting increased, and there was twitching 
and, later, convulsions and unconsciousness. Blood chemistry 
studies showed the following values: urea 234 mg. and 
creatinine 15 mg. per 100 ml. and serum sodium 133 mEq. 
and serum potassium 3.7 mEq. per liter. 

On May 6, while she was comatose, she was given a treatment 
with the coil kidney. (This, her first dialysis, is not included in 
table 2, as it occurred prior to the period reviewed; however, 
four months later she had a second dialysis that is included 
icase 3°].) Fifty grams of urea was removed by dialysis, de- 
creasing the blood urea level to 105 mg. per 100 ml. Two days 
later she responded to questioning; there was no more vomiting, 
and her appetite returned; there was slow further clinical im- 
provement. Blood pressure was controlled by administration of 
pentolinium. Urinary output increased. Three weeks after dialysis 
the patient was discharged from the hospital. She maintained a 
sense of well-being for three months and only occasionally had 
nausea and vomiting. There was slight disturbance of the elec- 
trolytes and a mild degree of edema. The blood urea level was 
not over 120 mg. per 100 ml. Anemia necessitated transfusions; 
caloric intake was adequate. She was well enough to manage her 
household of five children. 

In September, 1955, pneumonitis brought her back to the 
hospital and the blood urea level rose. She was given a second 
treatment with the twin coil kidney on Sept. 8, 1955 (case 3, 
table 1). Sixty-six grams of urea was removed in six hours. 
The blood urea level was reduced from 153 to 50 mg. per 100 ml. 
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she was discharged from the hospital; but a recurrence of cardiac 
failure and pneumonia prevented lasting benefit. On Oct. 6, 
1955, she died. 


Goldner, Gordon, and Danzig’ reported that, after 
one treatment each with the artificial kidney, one-third 
of their patients with chronic uremia showed improve- 
ment that lasted an average of six weeks. The improve- 
ment in our patient lasted three months, longer than in 
any of the other four patients with chronic uremia 
mentioned in table 1, although all experienced tempo- 
rary improvement. The initial comatose state of out 
patient must not be considered as a “uremic coma” 
but rather as the result of the convulsions. 

Case 7 (Acute Urnemia).—A 57-year-old man was admitted 
to Cleveland Clinic Hospital with hepatorenal syndrome. He had 
become completely anuric seven days before admission and since 
had excreted only 30 ml. of urine. He complained of swelling 


210 ae 
Creatinine, Ay 
20 


8 10 6 
Deys efter eneet of anuric 


Fig. 3.—Clinical course of patient (case 7) with hepatorenal syndrome. 
Values of blood urea, 210 mes creatinine, 21 mg.; and uric acid, 20 mg. 
per 100 ml., were acutely during seven hours of treatment with the 
artificial kidney. Clinical Pesci apr bite followed, and urinary output reached 
2,000 ml. per 24 hours on the 15th day. 


of the abdomen, with constant dull aching pains of one week’s: 
duration, constant feeling of nausea, and periodic vomiting. He 
had been exposed to dichlorodifluoromethane, which supposedly 
is nontoxic, but had not been exposed to any other chemical or 
toxic agent. He admitted however that he had been drinking 
about 48 “shots” a week and may have drunk a little more, since 
his wife was abroad. The blood pressure was 150/80 mm. Hg. 
The ocular fundi showed no hemorrhages or exudates, The heart 
was slightly enlarged. There was some edema of the sacral area, 
of the legs, and of the face. Ascites and icterus were present; 
the liver was enlarged. The patient was well oriented and an- 
swered questions correctly, although he was slower than under 
normal conditions. He was treated with the twin coil kidney 
for seven hours (fig. 3). The blood chemistry values improved as 
follows: blood urea from 219 to 117 mg. per 100 ml., plasma crea- 
tinine from 21 to 13 mg., and serum uric acid from 21 to 10 mg.; 
HCO,-from 13 to 27 mEq. per liter, Cl-from 59 to 85 mEq., 
Na?* from 133 to 139 mEc., and K+ from 4.4 to 5.7 mEq. 

The day after dialysis the urinary output was 450 ml., and it 
increased daily to more than 2,000 ml. per day. After a rise dur- 
ing the first days following dialysis, blood urea and blood creati- 
nine levels fell to normal. During treatment with the coil kidney 
the blood pressure rose to 190/80 mm. Hg, but no therapy was 
necessary. Oral administration of pentolinium was instituted after 
dialysis, The patient watched the dialyzing procedure; he did 
not require sedation and did not experience any undesirable 
effects. He was discharged 17 days after treatment. At that time, 
the blood urea level was 36 mg. and the creatinine 
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2.6 mg. per 100 ml. Urinary output was approximately 2 liters 
per day. Blood pressure was 130/90 mm. Hg. Edema and 
ascites no longer were present, and the edge of the liver was 
palpated just below the right costal margin. Icterus had long 
since disappeared. The patient felt very well and solemnly 
promised never to drink another drop of alcohol. 


This was an uncomplicated case of severe, acute 
renal failure. Under the program followed, the patient's 
general condition immediately was improved by 
dialysis, so that the return of renal function could be 
awaited without anxiety. 


Case 8 ( TRANSFUSION Reaction ).—A 40-year-old woman was 
hospitalized for a hysterectomy. She was anemic and was given 
a transfusion, after which a reaction set in and, according to her 
husband, she did not pass any urine until four days later. In 
the meantime she was given more blood transfusions and other 
intravenous infusions, She developed diarrhea. She passed some 
urine once on the fourth day; the amount of urine passed after 
the fourth day is not known, but on the sixth day a hysterectomy 
was performed for fibroma. After surgery the patient was com- 
pletely anuric except for 20 and 30 ml. of urine obtained by 
ureteral catherizations, which demonstrated that there was no 
organic obstruction, She was given fluids intravenously and 
(erroneously ) 60 mEq. of potassium chloride. She was flown 
to Cleveland and arrived late in the evening of the 10th day 
after the transfusion accident. She was in acute distress, very 
short of breath and cyanotic, with pulmonary edema, generalized 
edema, and a gallop heart rhythm. Blood pressure was 180/90 
mm. Hg. An electrocardiogram showed high T waves but no 
signs of more severe potassium intoxication. The blood chemistry 
studies showed the following values: blood urea 312 mg. and 
blood creatinine 21 mg. per 100 ml. and HCO;-, 6.5 mEq. 
and K+ 7 mEq. per liter. To save time the patient was given 
morphine, 10 mg. subcutaneously, and lanatoside C (Cedilanid), 
0.4 mg. twice intravenously, Pentolinium, 0.5 mg. intravenously, 
reduced the blood pressure from 170/90 to 146/80 mm. Hg. 


} : 
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DAYS AFTER TRANSFUSION ACCIDENT 
Fig. 4.—Clinical course of patient in case 8. Hysterectomy on the sixth 
day after transfusion reaction was followed by renewed anuria. Two treat- 
ments with the artificial kidney (one on the 11th and one on the 14th day) 
were required, owing to the seriousness of her condition. Note the improve- 
ment of alkali reserve (HCOs~ ) with each dialysis. 


Sodium lactate was given intravenously. Since the abdomen 
was greatly distended, continuous gastric suction was started. 
The next morning, 11 days after the initial transfusion reaction 
and onset of anuria, she was treated with the artificial kidney. 
The day after dialysis she was markedly improved (fig. 4). She 
was given further maintenance therapy with 500 ml. of a 10% 
solution of invert sugar (Travert), with 20 mEq. of sodium lac- 
tate plus hyaluronidase subcutaneously. On the 13th day 550 ml. 
of urine was obtained. On the 14th day she was given a second 
treatment with the artificial kidney, after which her clinical condi- 
tion so improved that her life seemed to be out of danger. Urine 
output was 2 liters on the 20th day. On the 27th day, blood 
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chemistry values were as follows: blood urea 57 mg. and creatin- 
ine 1.9 mg. per 100 ml. and HCO,-21 mEq., K+ 4.1 mEq., and 
Na+ 139 mEq. per liter. Further recovery was uneventful. 


This patient was so seriously ill that dialysis prob- 
ably saved her life. 
Summary 


The advantages of a disposable coil kidney, when it 
becomes commercially obtainable, will lie mainly in 
ease of operation and in elimination of time-consuming 
cleaning, sterilizing, and setting up. Fiberglas screen 
and two loops of cellulose tubing are sewed together 
and wound into a stationary coil that fits into a large 
tin can. The dialyzing surface area is 18,000 sq. cm. 
With a blood flow rate of 200 ml., the urea clearance 
is about 140 ml. per minute. The pressure required to 
pump the blood through the dialyzer at this rate is 
approximately 160 mm. Hg. Seven hundred fifty to 
900 ml. of blood is necessary to fill a “twin” kidney. 
Pumps for blood and rinsing fluid and a tank still are 
required. The initial investment need not be more than 
$800. Naturally there still remains the necessity to 
train doctors to employ the dialyzing procedures and 
to take care of the special problems of the patient 
with severe uremia. Undesirable reactions in patients 
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have been absent, except for a temporary rise in blood 
pressure during treatment. Clinical results are compa- 
rable with those obtained with the most effective arti- 
ficial kidneys now available. 


2020 E. 93 St. (6) (Dr. Kolff). 


The dialyzing unit, complete with tubing for connection with the patient, 
will be produced by Baxter Laboratories, Morton Grove, Tl. Sigmamotor 
pump, with motor and speed regulator assembled, is commercially available 
from Sigmamotor, Inc., Middleport, N. Y. Hypro portable pump with rub- 
ber impeller, no. T.F. 3800, delivered with or without a 4-hp. capacitor 
motor with '%-in. shaft, is available from Hypro Engineering Inc., 700- 
39th Ave. N. E., Minneapolis. 


References 


1. Kolff, W. J., and Watschinger, B.: Further Development of Coil Kid- 


ney: Disposable Artificial Kidney, J. Lab. & Clin. Med., 47: 969-977 


(June) 1956. 


2. Necheles, H.: Uber Dialysieren des strémenden Blutes am Lebenden, 
Klin. Wehschr. 2: 1257 (July 2) 1923. 


3. von Garrelts, B., in 23rd Meeting of Northern Surgical Association 
Held in Stockholm June 26th to 28th, 1947, Dahl-Iversen, E., editor, 
Copenhagen, Munksgaard, 1948, p. 423. 


4. Alwall, N.: On Artificial Sudaey: XI. Some Supplementary Construc- 
tional Details of Dialyser Intended for Rabbit and Homo, Acta med. 
scandinay. (supp. 229) 133: 20-21, 1949. 

5. Inouye, W. Y., and ee * Simplified Artificial Dialyzer and 
Ultrafilter, S. Forum 4: 438-442, 195 

6. Kolff, W. J.: Acute Renal aca: Causes and Treatment, M,. Clin. 
North America 39: 1041-1071 (July) 1955. 


7. Goldner, F.; Gordon, G. L., and Danzig, L. E.; Use of Artificial 


Kidney in Chronic Renal Disease, A.M.A, Arch, Int. Med. 93: 61-74 
(Jan.) 1954. 


INCIDENCE OF URINARY CALCULI AMONG PATIENTS 
IN GENERAL HOSPITALS, 1948 to 1952 


William H. Boyce, M.D., Fred K. Garvey, M. D. 


Howard E. Strawcutter, M.D., Winston-Salem, N. C. 


The existence of “stone belts,” or geographical areas 
in which cases of urinary calculi occur with unusual 
frequency, has been recognized as an accepted fact.' 
If such a relationship between geographical regions 
and the incidence of presence of urinary calculi does 
» exist, it may have important etiological implications. 
So far, however, attempts to correlate the areas of 
higher reported incidence with factors of race, hered- 
ity, diet, climate, and soil composition have been 
notably unsuccessful.” 

In a review of the literature, we have found no gen- 
eral survey of the incidence of calculi in the United 
States. A review of the incidence and treatment of 
urinary calculi, based on a poll of members of the 
American Urological Association, was compiled by 
Burkland and Rosenberg in 1955.° Since members of 
this association are not uniformly located throughout 
the country in relation to population and since many 
small calculi are passed spontaneously by patients 
under the care of physicians other than urologists, this 
survey may not have given a true picture of the inci- 
dence of urinary calculi among the populace as a 
whole. 

A statistical compilation of the physical defects 
found in drafted men was published in 1920.* This re- 
port covered the 2,510,791 men who were examined 


rom the t of Urology, Division of Surgery, Bowman Gray 
Pi org of Medicine of Wake Forest College. 


e A questionnaire enlisting the cooperation of medi- 
cal record librarians was used to determine the inci- 
dence of urinary calculi among patients admitted to 
or discharged from general hospitals. For the country 
as a whole it was estimated that 9.47 persons per 
10,000 population were admitted with this diagnosis 
during the year 1952. 

Evidence of geographical variation was obtained, 
with rates of 19.25 and 18.42 from South Carolina 
and Georgia at one extreme and 5.81 and 4.31 from 
Wyoming and Missouri at the other. There were also 
significant differences within states, the incidence in 
the northern part of Alabama, for instance, being 
less than half that in the southern part. The incidence 
of calculous disease was lower among Negroes than 
among whites and lower among children than adults. 


in accordance with the requirements of the Selective 
Service Act of World War I. The ages of the subjects 
ranged from 18 to 30 years, but the majority were 21 
to 30 years old. The incidence of “nephrolithiasis” 
among this group was reported as 0.13 per 1,000. The 
geographical distribution of nephrolithiasis among 
these individuals is shown in figure 1. The statistical 
significance of this report is limited by many factors. 
We do not know who made the diagnoses or what 
criteria were employed. The purpose of the draft ex- 


| 
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amination was to determine the fitness of the indi- 
vidual for military service rather than to establish an 
accurate medical diagnosis. The draftees were chosen 
in such a manner that they cannot be considered as 
representative of the population as a whole. Figure 1 
is presented, therefore, primarily to illustrate the 
necessity for applying modern statistical methods to 
research in clinical medicine.* 

Modern methods for establishing the diagnosis of 
urinary calculi, combined with the accuracy of hospi- 
tal records, standardization of nomenclature, the avail- 
ability of machines for sorting data, and the presence 
of trained personnel in medical record libraries, furnish 
an opportunity for studying the incidence of urinary 
calculous disease in the United States that has not 
previously existed in any country in the world. These 
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state had received questionnaires. The questionnaire 
had spaces for recording the total number of adult 
patients observed with renal, ureteral, bladder, and 
urethral calculi in each of the five years 1948 to 1952 
inclusive. The total numbers of adult patients dis- 
charged from the urologic service and from the hospi- 
tal were requested, since the diagnoses that appear 
on most hospital records are established at the time 
of discharge, and there was space for a separate listing 
of the total number of patients discharged from the 
pediatric service, together with the number of patients 
observed with calculi on this service. 


Results 


Approximately 4,000 questionnaires were mailed, 
and 1,240 replies were received. Only 537 replies were 
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Fig. 1.—Incidence of “nephrolithiasis” in 2,510,791 drafted men examined during World War I. Data from Love and Davenport.* 


factors suggested the possibility of undertaking a sur- 
vey of this subject that could meet the requirements 
for modern statistical analysis.* 


Material 


“Hospital Service in the United States,” as published 
in THE JOURNAL,’ was used as a reference. In 1952 
there were 4,924 general hospitals in the United States, 
representing 73.8% of all registered hospitals. In the 
five years from 1948 through 1952, 81,266,421 patients 
were admitted to these hospitals, and this group was 
chosen as the population to be sampled. A question- 
naire was addressed to the medical record librarians 
in general hospitals selected from each of the 48 states 
and the District of Columbia. In each state the hospi- 
tal with the largest bed capacity received the first 
questionnaire, and smaller hospitals were selected in 
succession until 80% of the general hospitals in every 


completed in detail for the entire five-year period, and 
these alone were utilized in analyzing the data. 
Although these replies came from only 11% of the total 
number of general hospitals in the country, they cover 
21.5% of all general hospital admissions for the five- 
year period. Since reports covering less than 5% of the 
total general hospital admissions were received from 
Nevada and Nebraska, these states were excluded from 
statistical consideration. Pediatric service patients 
accounted for less than 1% of all reported calculi; these 
were also excluded from statistical consideration. 
The data in table 1 are based on the reported diag- 
noses of calculi present anywhere in the urinary tract 
of adult patients. Column 1 presents the adult popula- 
tion of each state according to the 1950 census. Sepa- 
rate figures for admissions of adults and of children to 
the general hospitals under survey were not available; 
hence, column 2 is based on total hospital admissions 


‘A 
= 
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3 Yr 
3 
J 


Vol. 161, No. 15 


per 1,000 population. Column 3 shows the percentage 
of admissions covered by the survey and illustrates the 
minimum scope of the survey. These percentages are 
based on total admissions to the surveyed hospitals, 
whereas columns 4 and 5 refer to adult patients only. 
Columns 6 and 7 show the incidence of calculi in 


Tase 1.—Adult Patients Discharged from General Hospitals 
in the United States with Diagnoses of Urinary Tract Calculi 


Alabama 
Arizona .. 
Arkansas ....... 
California ...... 
Colorado ....... 
Connecticut 
Delaware 


Distriet of 
Columbia ..... 


Florida ..... 
Georgia ........ 


Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana ....... 
Nebraska ....... 
Nevada 
New Hampshire . 
New Jersey 


* 


New Mexico .... 


New York ...... 
North Carolina . 
North Dakota . 
Ohio 
Oklahoma 
Oregon 
Pennsylvania .. 
Rhode Island .. 
South Carolina . 
South Dakota . 


woes 
Vermont 
Virginia 
Washington .... 
West Virginia .. 
Wisconsin 
Wyoming 


Totals 


patients per 


Population (1950) 
21 or More Yr. 
of Age 


> > 


1,112,866 
7,211,825 
844,748 
1,382,373 
210,918 


583,338 
1,823,513 
2,008,828 

349,016 
5,958,601 
2,556,467 
1,694,619 
1,242,541 
1,742,978 
1,587,145 

576,840 
1,527,089 
3,206,104 
4,106,606 
1,910,158 
1,208,023 
2,643,129 

872,345 

860,391 

107,173 


10,374,446 


4,737,225 
389,845 
237 

2,025,339 

1,559,266 

1,171,878 

2,222,423 


178,581 


97 403,307 


Admissions/ 
1,000 Total 


Admissions Covered 


% of Total 
by Survey 


a 


re 


Total Adult 


atients 
Reported 
in 5 Yr. 
Suv Ee 
aot = 
ats 
86 
2,129 271,822 
158 6,810 
831 120,751 
8,987 1,410,558 
1,360 283,618 
2,942 316,106 
580 76,328 
2 351,308 
4,878 413,555 
3,138 216,757 
172 45,019 
5,481 818,983 
4,318 542,050 
1,966 276,841 
1,362 152,623 
2,252 319,436 
3,071 500,030 
365 41,416 
1,411 250,271 
5,894 527,083 
4,382 678,582 
3,200 553,698 
1,239 108,493 
1,333 277,417 
116 26,118 
145 21,761 
3,028 466,305 
31 8,277 
13,160 2,056,925 
4,982 373,332 
93,516 
7,192 1,284,589 
1,151 171,260 
1,025 114,883 
7,377 1,147,331 
1,114 119,283 
2,331 152,662 
586 137,867 
2,877 269,558 
5,459 711,996 
739 122,399 
319 63,338 
2,343 214,264 
2,071 465,123 
1,106 171,715 
2,437 566,655 
254 75,410 


124,353 17,338,985 


Discharged Patients (Adults) 
(1952) 


Caleuli/1,000 


owe ww 


Discharged Patients (Adults) 
in 5 Yr. (1948-1952) 


Caleuli/1,000 


1,000 reported adult discharges for the 
final year of the survey (1952) and the mean incidence 
for the entire five years. 

Figure 2 illustrates the geographical distribution of 
persons with urinary calculi on the basis of the above 
survey. The boxed figures show the incidence of cal- 
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culi in patients per 1,000 reported adult discharges 
from general hospitals. The circled figures represent 
the number of total admissions, including pediatric, 
to general hospitals per 1,000 total population in 1950. 
During the five-year period of the survey, the mean 
incidence of calculi per 1,000 adult patients discharged 
from general hospitals was 7.1 for the country as a 
whole. The shaded areas of the map cover those states 
in which the incidence of calculi in patients during the 
five-year period exceeded the national average by 
more than 33%. 

Table 2 was constructed in an effort to relate the 
incidence of admissions of patients with diagnoses of 


TaBLe 2.—Incidence of Cases of Urinary Calculi Among 
Patients Admitted to General Hospitals in 1952, 


Alabama 
Arizona 
Arkansas ....... 
California 
Colorado ....... 
Connecticut 
Delaware 


District of 
Columbia 


Florida 


Kansas ~......... 
Kentucky . 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan ....... 
Minnesota .. 
Mississippi ..... 
Missouri 
Montana 
Nebraska 
Nevada ......... 
New Hampshire . 
New Jersey ..... 
New Mexico . 
New York ...... 
North Carolina . 
North Dakota . 
Ohio 
Oklahoma 
Oregon 
Pennsylvania ... 
Rhode Island 
South Carolina . 
South Dakota . 


Virginia ........ 
Washington .... 
West Virginia .. 
Wisconsin ...... 
Wyoming ....... 


Population (1950) 


All Ages 


3,061,748 
749,587 
1,909,511 
10,586,223 
1,325,089 
2,007,280 
318,085 


802,176 
2,771,305 
3,444,578 

588,637 
8,712,176 
3,934,224 
2,621,073 
1,905,200 
2,944,806 
2,683,516 

913,744 
2,343,001 
4,690,514 
6,371,766 
2,08 
2,175,014 
3,954 

591,024 


533,242 
4,835,329 
681,187 
14,830,192 
4,061,929 
619,636 
7,946,627 
2,233,351 
1,521,341 
10,498,012 
791 
2,117,027 
652,740 
3,291,718 
7,711,194 
688,862 
377,747 
3,318,680 
2,378,963 
2,005,552 
3,434,575 
290,529 


Total General 
Hospital! Admissions 


1,074,978 
419,834 
297,850 
258,660 
298 554 
355,780 

89,472 
275,296 
555,869 
763,657 
445,636 
190,737 
421,749 
100,983 


479,333 
53,181 


Admissions Reported 
by Survey 


= 


129,861 
152,420 
128,078 
24,807 
81,111 
6,217 


4,439 
101,494 
2,315 
434,560 
99,574 
22,859 


306,672 


38,997 


Patients Discharged 
with Diagnosis of 


Caleuli 


as Related to Population by States 


Among Reported 


% of Caleuli 
Admissions 


= 


0.6879 
1159 
0.4623 
0.4956 


0.9462 
0.7025 
0.5616 
0.6569 
1.2533 
0.5818 
0.6156 
0.7898 
0.9013 
0.6615 
0.9105 
1.6916 


Estimated No. of Patients with 
Caleuli Among Total 


Admissions 


8.11 


| 
732 7.8 
188 23 
‘= = 
113 39 8.0 7.6 a= 
82 17 (148 
110 13 5.2 3.8 
115 19 6.9 6.7 ‘ 
Indiana ........ 93 7.8 7.9 
1,272,448 312,687 1,982 0.6339 8,066 7.62 
209,684 74,002 389 0445 958 7.19 
256,521 65,698 647 0.984 2,517 12.54 
43,480 16,806 134 0.7973 3846.10.89 
95 21 6.0 5.6 
110 23 11.2 11.0 143,479 81,002 505 0.6284 84 «11.02 
107 20 6.3 6.4 330,268 99,848 1,331 1.3830 4,403 15.89 
136 29 6.9 5.9 Georgia ........ $45,598 57,585 1,057 1.8855 6,343 18.42 
72 13 11.5 11.8 Idaho .......... 76,445 9,665 0.5178 395 6.72 
19 4.6 4.8 Illinois ......... 198,344 1,362 0.6867 7,382 847 
109 6 5.0 4.4 Indiana ........ 121,178 939 0.7749 3,253 8.27 
38,335 308 0.8034 2,078 10.91 
352,780 128 7 9.5 6.7 71,052 560 «60.7882 3538 7.99 
8,354,160 SS | 7.0 6.5 93,580 525 «(0.5899 2,098 7.82 
375,387 12 5.6 3.7 8,499 127 1.4943 1,337 14.63 
| 6.6 6.4 59,115 0.5988 1,648 7.04 
2,311,071 98 122.5 182 1,460 1.1248 6,249 13.32 
366,590 154 5.8 6.2 961 0.6805 4,815 7.56 
5,279,761 6.2 5.8 3,065 10.28 
1,382,108 93 7.9 6.7 286 2,199 10.09 
1,001,716 113 9.0 8.9 375 1949 864.31 
6,997,219 Ww 6.6 6.4 31 504 8.52 
401,146 144 5.3 4.3 68,156 4? 645 12.09 
‘ Tennessee ...... 1,978,548 87 10.4 10.6 477,107 713 3,252 6.93 
113 7.2 7.6 70,758 13 397 5.83 
105 5.9 6.0 1,718,631 2,855 11,292 7.61 
138 = 4.4 5.0 466,620 1,246 5,844 14.38 
100 13 12.4 10.8 101,926 133 593 «9.57 
137 30 4.8 4.4 888,41 «1,888 5.469 
105 15 71 6.4 226,464 308 1,789 8.01 
129 30 4.2 4.3 196,334 29,64 267 1,769 11.68 
rm 1s 49 3.1 3.4 1,139,639 250,654 1,658 7,538 7.18 
240,260 33,164 561 4,074 19.25 
98,611 30,212 160 (0.5296 522 8.00 
Tennessee ....... 330,591 56,925 591 1.0882 3,432 10.48 
999,040 169,180 1,208 0.7149 7,138 9.25 
78,722 33,067 195 0.5897 464 «6.74 
Vermont ........ 58,197 16,838 74 0.4395 234 6.19 
411,315 52,841 657 1.24384 5,114 15.41 
353,904 105,340 509 048382 1,710 7.19 
248,478 36,424 259 0.7111 1,767 8.81 
143,124 «0.4395 «2,106 6.18 
25,908 79 «0.3049 162 5,81 


1440 URINARY CALCULI—BOYCE ET AL. 

urinary calculi to the population of each state. The 
final year of the survey was chosen for this comparison, 
and the percentage of persons with calculi among 
reported admissions (column 5) was proposed to show 
the estimated total number of patients with calculi 
among all general hospital admissions (column 6). 
The incidence of admissions of patients with diagnoses 
of urinary calculi among the total population was then 
calculated (column 7). For the country as a whole it 
was estimated that 9.47 persons per 10,000 population 
were admitted with urinary calculi to general hospi- 
tals. On this basis the incidence in seven states was 
found to exceed the national average by more than 
40%. In descending order of greatest incidence, these 
states were South Carolina, Georgia, Florida, Virginia, 
Maine, North Carolina, and Massachusetts. Connecti- 
cut was estimated to have an incidence of 32% above 
the national average, and New Hampshire had 27% 
above the national average. Vesical calculi accounted 


SURVEY OF THE 5 YEARS YEARS OME 


17,760,057 


Genera! Hosp Admi Surveyed— 17,463,338 4,046,006 
Per Cent of Gen Hosp. Adm. Surveyed—2( 5 

Toto! Adm tor colcul: 124,353 29,924 
Adm tor colcul per 1000 GH. Adm 74 
Estimated toto! G.H. Adm for coiculi~ 576,992 131,424 
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ted to hospitals or, if they are admitted, are not dis- 
charged with a diagnosis of urinary calculi. Other 
more obvious deficits in the survey are related to the 
interchangeable use of “admissions” and “discharges,” 
and to the necessity of utilizing census figures, which 
are not strictly comparable to the surveyed population 
of adult patients discharged from general hospitals. 
In spite of these deficiencies, the data obtained from 
the different states are considered comparable to a 
degree that would indicate geographical variations in 
the incidence of urinary calculi in the United States. 
Year-to-Year Variation in Incidence of Cases of 
Calculi—Comparison of columns 6 and 7 in table 1 
shows that a relatively small variation is observed in 
each state when the final year of the survey is com- 
pared with the mean incidence for the five years. The 
incidence of calculi in one year for each of the states 
in the survey was chosen at random and compared 
with the mean incidence for the remaining four years 


CE) Adem. to Gen. Hosp. per 1000 pop. (1950) 


Adm, for Calculi per 1000 G.H. Adm. 
Av. per yeor for Syeors, 1948-52 


Area of highest incidence 


Fig. 2.—Incidence of cases of urinary calculi among patients admitted to general hospitals during the years 1948 to 1952, inclusive. 


for approximately 5% of all urinary calculi, and in no 
area was there noted a significant variation in the pro- 
portion of vesical calculi as compared with renal and 
ureteral calculi. ; 


Interpretation of Results 


Absolute conclusions as to the incidence of urinary 
calculi cannot be drawn from a survey of this magni- 
tude. The samples are obtained from the larger gen- 
eral hospitals, which have sufficient equipment and 
personnel in their record libraries for completion of 
statistical surveys. These are usually medical centers, 
and it seems unlikely that patients with uncomplicated 
urinary calculous disease would be fairly represented 
in these institutions. Approximately 85% of all patients 
with urinary calculi have a single small stone, which 
may be passed spontaneously or with the aid of cysto- 
scopic manipulation.* It seems likely that the majority 
of these patients are admitted to the smaller hospitals, 
which are not fairly represented in this report. Neither 
do we have any data as to the number of patients who 
pass urinary calculi spontaneously and are not admit- 


by setting up fourfold tables and applying the chi- 
square formula. The tables were set up as follows: 
(a) patients who had had calculi discharged in year 
X and (b) patients who had had conditions other than 
calculi discharged in year X, as compared with (c) 
patients who had had calculi discharged in four years 
and (d) patients who had had conditions other than 
calculi discharged in four years. In 88% of these cal- 
culations there was not significant variation at the 5% 
level. This finding was taken to indicate that, with five 
exceptions, there was no proof of more than chance 
variation in the incidences reported from year to year 
in any given state. In the states of Maine, Georgia, 
Florida, Virginia, and New Hampshire, comparison of 
the incidence for the year 1952 with the mean inci- 
dence for the years 1948 to 1951 indicated a significant 
difference at less than the 1% level. This finding indi- 
cates that the differences were very probably more 
than chance variations and suggests that the incidence 
of cases of urinary calculi may be increasing in these 
states. 
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Geographical Variations.—States were chosen as 
population units for sampling, because the classifica- 
tion of data on a county scale would have been too 
extensive an undertaking for the present survey. 
Furthermore, patients with urinary calculi are much 
more likely to cross county than to cross state lines 
for hospitalization. One notable exception was found 
in the Boston hospitals, which had the greatest inci- 
dence of cases of calculi in Massachusetts. It seems 
likely that some of the patients there may have come 
from surrounding states, since Boston has been a 
center for research in the field of calculous diseases. 

As is to be expected, variations in the incidence of 
urinary calculous disease occur within state boundaries. 
In a survey of patients admitted to the North Carolina 
Baptist Hospital, which is located in the Piedmont 
section of the state, it was found that the incidence of 
calculi among patients residing in the eastern lowlands 
was three times as great as in those coming from the 
western mountains. It has also been reported that the 
incidence of calculi is greater in the Nashville Basin of 
central Tennessee than in the mountainous eastern 
section of the state.” 

These observations may have some bearing on the 
relatively low incidence of calculi in Alabama. The 
Appalachian Mountains extend into northern Alabama, 
and the central area of the state is hilly, with extensive 
plateaus. In figure 1 it can be seen that the incidence 
of calculi during World War I was found to be greater 
in the southern and coastal areas of Alabama than in 
the middle and northern regions. This distribution 
was confirmed in the present study, in which it was 
found that 76% of the diagnoses of calculi reported 
from this state were from hospitals south of Montgom- 
ery. The incidence in this area was 14.3 per 1,000 
general hospital admissions, as compared with an inci- 
dence of 5.4 per 1,000 admissions to general hospitals 
north of Montgomery. 

Comparison of different regions of the country by 
grouping contiguous states together indicates a sig- 
nificant sectional variation in the incidence of urinary 
. calculi. Binomial tables were constructed for each of 
the following states, by listing (a) adults discharged 
who had had calculous disease and (b) adults dis- 
charged who had had conditions other than calculous 
disease. The states were grouped into the following 
categories: (1) South Atlantic: Virginia, North Caro- 
lina, South Carolina, Georgia, and Florida; (2) Pacific 
Coast: California, Oregon, and Washington; (3) Great 
Lakes: Minnesota, Wisconsin, Michigan, Illinois, and 
Ohio; (4) Rocky Mountain: Montana, Wyoming, 
Colorado, and New Mexico; and (5) New England: 
Maine, New Hampshire, Massachusetts, Connecticut, 
Rhode Island, and Vermont. The binomial tables for 
all states in each group were then added, and the sums 
utilized to construct fourfold tables for the comparison 
of any two groups. When the formula for chi-square 
was applied to these tables, there was a significant 
difference at less than the 5% level when any group 
was compared with any other. 

Race.—It has been reported that urinary calculous 
disease is rare in the Negro race.'® While no distinc- 
tion as to race appeared in the questionnaire, several 
hospitals devoted exclusively to the care of Negro 
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patients returned questionnaires that were completed 
in detail. The incidence of calculi reported in these 
hospitals was one-fifth to one-twelfth that reported 
from other hospitals in the same towns. The lowest 
incidence among Negro patients was reported from 
the John A. Andrew Memorial Hospital of Tuskegee 
Institute, Alabama, where only 3 diagnoses of urinary 
calculi were recorded among a total of 15,954 dis- 
charges from the adult service. The highest incidence 
of cases of urinary calculi among Negro patients was 
reported from Freedmen’s Hospital in Washington, 
D. C., where 102 patients with urinary calculi were 
reported among a total of 52,093 patients discharged 
from the adult services, an incidence of 1.9 per 1,000. 

If the above indications are reliable, it is probable 
that the incidence among the white population in the 
shaded area of figure 2 is much greater than the 
statistics obtained from this survey would indicate. 
The majority of American Negroes reside in this area, 
and in several of the Southern states more than 50% of 
the population is composed of Negroes." 

Sex and Age.—No distinction as to sex was made in 
the questionnaires. In a recent review of 300 consecu- 


’ tive admissions for calculous disease to the North 


Carolina Baptist Hospital, it was found that 54% of the 
patients were males and 46% were females."* 

During the five years covered by the survey, 141 
(26%) of the 537 hospitals reported one or more cases 
of calculi occurring in pediatric patients. The total of 
363 cases of calculous disease recorded among pediat- 
ric patients accounted for approximately 0.3% of all 
cases of urinary calculi reported for the five-year 
period. The incidence of urinary calculi among pedi- 
atric service patients was highest in California, New 
York, and Indiana, but in no hospital did the incidence 
of pediatric patients with calculi exceed 1.2% of all 
recorded cases of calculi. 

These figures are taken to indicate that urinary 
calculi are relatively rare in American children, In 
1928, Hager and Magath'"* reported 2,195 cases of 
vesical calculous disease, 1.63% of which occurred in 
children under 15 years of age. In 1951, Lattimer and 
Hubbard “* found no cases of urinary calculi among 
21,835 admissions to Babies Hospital in New York 
City. These figures are in striking contrast to reports 
from oriental countries, which indicate a very high 
incidence of urinary calculi, particularly of vesical 
calculi among children. Thomson *” reported that 25% 
of 2,962 cases of vesical calculi observed in Canton, 
China, prior to 1920 were found in children under 10 
years of age. 


Summary 

Questionnaires dealing with patients admitted dur- 
ing the five years 1948 to 1952 inclusive were sent to 
general hospitals in every state. Satisfactory responses 
were obtained from 537 hospitals, which had admitted 
21.5% of the total patients admitted to all general hos- 
pitals. Patients of no one state were found to be 
entirely free of urinary calculi, but there appeared to 
be a significant geographical variation in the incidence 
of this disease. The greatest incidence was reported 
from the southeastern states, with the second highest 
incidence occurring in the New England states. 
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Urinary calculi are relatively rare in children: pediatric 
patients accounted for less than 0.3% of all cases of 
urinary calculous disease included in this survey. It is 
anticipated that the present broad survey may serve 
as a background for more detailed investigations of 
the incidence of urinary calculi within the boundaries 
of individual states. 
Addendum 


Since these data were prepared for publication, a 
report on the epidemiology of sarcoidosis '* has indi- 
cated striking similarity between the geographical dis- 
tribution of sarcoidosis, which occurs primarily in the 
Negro race, and of calculous disease, which occurs 
primarily in the white race. 

S. Hawthorne Road (Dr. Boyce ). 
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MULTIPLE SCREENING IN THE BALTIMORE STUDY OF CHRONIC ILLNESS 
Dean W. Roberts, M.P.H., M.D. 


Charles M. Wylie, M.B., Ch.B., Dr. P.H., Baltimore 


Much of the current need for custodial care of per- 
sons with advanced chronic illness stems from the fact 
that much illness reaches an irreversible point before 
diagnosis is made and definitive treatment undertaken. 
An effective approach to this problem must include 
consideration of procedures for earlier detection and 
diagnosis. When progress is made in this area, more 
people can receive treatment early in the course of 
disease when a better therapeutic response can be 
achieved. 

In its deliberations, the Commission on Chronic 
Illness concluded that case-finding of asymptomatic 
disease should employ all of the available techniques, 
the usefulness of which has been demonstrated. The 
commission recommended that: 

All persons should have a careful health examination includ- 
ing selected laboratory tests at appropriate intervals. The medi- 
cal and dental professions must specify the desirable scope and 
frequency of this examination, taking into account age, sex and 
other biosocial factors. Such examinations must then be made 
practical and realistic, and be incorporated in the day by day 
practice of modern medicine and dentistry. 

Screening tests for early case-finding are an essential device 
in prevention. Used discriminately, these tests should be under- 
taken in physicians’ offices, hospitals, industrial health services, 
schools and health centers. Local health departments especially 
should foster efficient screening programs for large groups of 
the population. 


The commission also siieiioi that present tech- 
niques for early diagnosis leave much to be desired 
and that research is needed to develop valid and feasi- 


From the Commission on Chronic Illness. 


e An opportunity to submit to a battery of tests de- 
signed to detect cardiovascular disease, pulmonary 
disease, visual and auditory defects, and certain 
metabolic disorders was offered to 7,000 urban 
adults. The tests were taken by 2,024 people, and 
1,281 were found to have one or more of the abnor- 
malities concerned. The program was carried out 
with the cooperation of local and state medical soci- 
eties, and a complete copy of the results was sent to 
each screenee’s physician. A program of interviews — 
and follow-up procedures was necessary to make 
sure of optimum results. 

The study yielded valuable data as to the relative 
usefulness of various screening procedures. The sero- 
logic test for syphilis was found to be a useful screen- 
ing test for groups in which the prevalence of syphilis 
is high; the screening of men for anemia, on the other 
hand, was a relatively unproductive procedure. As a 
screening test for heart disease, the chest roentgen- 
ogram proved to be of low sensitivity and did not 
discover as many previously unknown cases of heart 
disease as did the electrocardiogram. Multiple screen- 
ing was found to be a procedure of promise, but it 
will require modification and development before it 
can be widely used. 


ble tests that can be widely and inexpensively applied. 
In considering screening programs the commission 
concluded that: 
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The successful operation of programs for making screening 
tests available to large groups of the population cannot be ac- 
complished until a number of problems are solved. Administra- 
tive research is needed to seek solutions to such questions as: 
the appropriate relationship of mass screening programs to the 
practice of medicine, the creation of a demand for services after 
screening which cannot be fulfilled with existing resources, a 
standard of reasonable cost for screening. There are other 
similar questions stemming from present-day traditions and at- 
titudes about which administrative research should be under- 
taken. 


Published opinions on the value of multiple screen- 
ing vary from enthusiastic endorsement ' to complete 
condemnation.” Although multiple screening programs 
have tested some two and one-half million persons in 
the United States in the past decade,’ relatively little 
has been learned about their efficacy. Perhaps the pro- 
grams have yielded so little information because their 
organizers have concentrated on persuading the public 
to take the tests, without conducting a corresponding 
study of what happens to persons with abnormal 
screening tests who are asked to visit their physicians 
for further examination. 

In considering multiple screening as a device for 
early detection of chronic disease, the commission con- 
ducted studies in Hunterdon County, New Jersey, and 
in Baltimore. Both studies included operation of ex- 
perimental screening clinics for specified samples of 
the populations. This article presents some of the find- 
ings of the screening phase of the Baltimore study, 
with particular emphasis on the follow-up of indi- 
viduals for whom test results were positive in the more 
important screening tests. 


What Is Multiple Screening? 


Screening tests are procedures that sort out persons 
who probably have abnormalities from those who prob- 
ably do not.* Well-known examples are the miniature 
chest roentgenograms for pulmonary tuberculosis and 
blood and urine sugar tests for diabetes mellitus. Mul- 
“tiple screening is the use at one time of two or more 
screening tests to identify persons who probably have 
abnormal conditions and to refer them for diagnosis 
and, if indicated, for further medical care. If con- 
clusively proved to be of value, multiple screening 
may develop as an adjunct to the periodic physical 
examination procedure. Thus it would enable the 
physician to concentrate his efforts on persons (with 
abnormal screening tests ) who are more likely to have 
disease or abnormalities. 


Who Attended the Clinic? 


The study, of which the Baltimore Multiple Screen- 
ing Clinic was a part, has been described elsewhere.” 
The total project had the approval of the local and 
state medical societies. Invitations to attend the clinic 
were mailed to 7,000 persons, aged 17 years and over. 
If the mailed invitation produced no response, it was 
followed by a phone call or home visit if necessary. 
These 7,000 persons were the less disabled members 
of a sample chosen by the census bureau as being 
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representative of the Baltimore population. Most of 
these individuals, when previously interviewed at 
home, reported that they were healthy or that they 
had only minor ailments. A small number reported 
more serious conditions, for some of which they were 
under the care of their personal physicians. 

During the 10 weeks that the clinic was active, 2,024 
(29%) of the 7,000 persons took the screening tests. The 
age, sex, and racial characteristics of the screenees are 
expressed in table 1 as percentages of all those who 
were invited. Table 1 shows that a greater proportion 
of white than nonwhite individuals attended and that 
a higher percentage of those between 25 and 54 years 
responded than in the younger and older age groups. 
There was no consistent difference between the two 
SEXES. 


Screening Tests 


A committee composed primarily of practicing phy- 
sicians advised the commission in selecting the tests. 
A detailed description of the tests is given later in this 
report. Briefly they consisted of (1) height and weight, 
for obesity; (2) self-screening questionnaire for heart 
disease; (3) six-lead electrocardiogram; (4) blood pres- 
sure determination; (5) visual acuity test; (6) hearing 
acuity test; (7) miniature chest roentgenogram for 
tuberculosis, heart disease, and other chest conditions; 


TABLE 1.—Number of Persons Attending the Screening Clinic, 
and Percentage of Those Invited Who Attended, by Age, Sex, 
and Race 


Both Races Both Sexes 


“Both No 
Age. Yrs. Sexes* Male Female White White 
All ages 2,024 922 1,086 1,562 429 
% Attending of Those Invited 


All ages 29.1 28.7 29.3 30.2 245 
17-24 21.7 22.0 21.6 20.4 25.1 
25-34 30.8 28.2 33.1 33.2 24.3 
35-44 35.0 35.4 34.5 38.7 24.2 
45-54 29.9 28.0 31.8 30.7 25.4 
50-64 27.6 29.0 26.3 28.1 23.9 
65-74 23.5 23.6 23.6 23.2 21.2 

75 or over 12.2 17.2 9.4 10.8 16.7 


* Includes sex and race unknown. 


(8) test for urine albumin; (9) test for urine sugar; 
(10) test for blood sugar; (11) determination of hemo- 
globin level; and (12) serologic test for syphilis. The 
tests were usually completed in one hour. A dental 
examination, not used as a basis for referral, was also 
carried out in this period. 


Procedure After Tests Were Completed 


Before leaving the clinic, each individual was inter- 
viewed by a public health nurse who explained the 
method of sending the results to the physician and to 
the screenee. The nurse also emphasized that tests 
were not done for conditions that could be found only 
on physical examination. 

Four weeks later, a complete copy of all the test 
results, including a copy of the electrocardiographic 
tracings, was mailed to the screenee’s physician. Two 
days later, one of several letters was sent to the 
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screenee. If the tests were completely negative or if 
only a minor abnormality was present, the letter said 
so and did not urge a visit to the physician at the time 
but did recommend regular medical examinations at 
least once a year. If a serious abnormality appeared to 
be present, the letter said that the person appeared to 
have a condition for which he should consult his 
family physician. All letters emphasized that screen- 
ing procedures do not replace the periodic physical 
examination. 

Screenees were classified as having a major ab- 
normality when positive results were obtained in any 
of the following tests: self-screening questionnaire for 
heart disease, electrocardiogram, determination of 
blood pressure, chest roentgenogram, test for urine 
albumin, blood and urine sugar tests, determination of 
hemoglobin level, and serologic test for syphilis. Fol- 
low-up figures were sought on all persons with major 
abnormalities, unless they had marked on the ques- 
tionnaire that they were already aware they had con- 
ditions that would produce the positive tests. 

To obtain the follow-up results, the staff got in touch 
with the screenee by mail, or by phone or home visit 
when necessary, to find out if he had visited his phy- 
sician. Of the 607 individuals who were referred on 
the basis of the above tests, 393 reported that they had 
consulted their physicians about the results, In turn, 
the physicians of these 393 individuals were con- 
tacted. The necessary information was obtained, by 
mail or by phone, from the physicians of 351 of the 
persons referred. In comparing the results of the 
screening and follow-up steps, one must remember 
that 42% of the persons referred were lost to the study, 
either because they did not visit their physicians or 
because no report was obtained on the diagnostic 
examination. 


General Screening Results 
Thirty-seven per cent of all screenees had no ab- 
normal test results, as shown in table 2. An additional 


TaBLe 2.—Screenees Classified ate the Number of Abnormalities 
Fou 


% of 
Total with 
Total 


Major 
No. Screened Abnormality 


Total persons screemed 2,024 100.0 
Minor abnormalities only ............ 62% 31.1 
1 or more major abnormalities ...... 652 32.2 100.0 


31% were regarded as having minor abnormalities only. 
These persons had positive results only in the tests 
for obesity, hearing, vision, or glycosuria (without 
hyperglycemia). Thirty-two per cent of the screenees 
failed in one or more of the remaining tests. Of these 
latter 652 persons, 45 had answered in the question- 
naire that they were already aware of the condition 
at which the positive test was aimed. The remaining 
607 individuals were asked to visit their family phy- 
sicians for further advice. 
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Individual Test Results 


A detailed summary of the individual test results is 
given in table 3. The number of persons taking each 
test is not constant (column 1), since one of the tests 
was sometimes not done on an individual or the result 
was unsatisfactory for various reasons. Although each 
person referred to his physician (column 3) did not 
indicate on his questionnaire that he already knew of 
the condition at which the positive test was aimed, a 
considerable proportion of the confirmed cases were 
stated subsequently by the physicians to be previously 
known to them. 

The people who benefit from the screening proce- 
dure, the yield of the tests, are the screenees in whom 
positive test results were confirmed for conditions 
previously unknown to their physicians (column 6). 
In reality, the benefit is theoretical for persons who 
may have conditions for which no specific treatment is 
available. On the other hand, this loss in yield is prob- 


TasLe 3.—Summary of Screening Test Results and of Follow-Up 


Procedure 
Condition 
Positive Results Confirmed 
Previously Follow-Up Previously 
Condition Unknown Completed Unknown 


for Which Persons to with to 
Screened Screened Total Screenee Physician Total Physician 
(1)* (2) (3) (4) (5) (6) 


Hypertension 2,021 150 67 41 31 11 
Heart disease 2,020 247 194 128 43 16 
(electro- 
cardiogram) 
Heart disease 1,747 182 155 67 29 8} 
(x-ray) 
Heart disease 1,898 113 78 42 17 5t 
(questionnaire) 
Tuberculosis 1,767 34 28 16 2 2 
Other chest 
sease 1,767 64 nO 7 2 1 
Proteinuria 1,946 fatal 79 37 2 2 
Diabetes 1,916 15 14 9 5 4 
Anemia 1,980 32 29 13 8 7 
Syphilis 1,949 53 4 1 
Obesity 2,021 106 abnormal, and previously unaware of 


eondition 
530 abnormal 


76 abnormal, and previously unaware of 
condition 


Impaired vision 2,006 
Impaired hearing 2,016 


* Column (1) excludes persons not receiving a test and those for whom 
a test result was unsatisfactory. 

+ Sereenees were not asked if they already knew they had syphilis. 

4 — of previously unknown heart disease cases found by all tests 
wis 23. 


ably counterbalanced by screenees whose positive test 
was not confirmed by diagnostic examination but who 
were found in the examination to have some other 
condition that would respond to medical treatment. 

Blood Pressure.—Blood pressure was taken with mer- 
curial sphygi ometers after the screenee had 
been reclining for five or six minutes. The criteria for 
referral were as follows: (a) above 150 mm. Hg systolic 
and 90 mm. Hg diastolic, if below 35 years of age; 
(b) above 160 mm. Hg systolic and 96 mm. Hg dia- 
stolic, if 35 to 50 years of age; and (c) above 170 mm. 
Hg systolic and 100 mm. Hg diastolic, if more than 50 
years of age. 

In 31 of the 67 persons referred, presence of hyper- 
tension was confirmed. Twenty of the confirmed cases 
were already known to the physicians, however. This 
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situation is readily understandable, since many phy- 
sicians will not mention the presence of this condition 
to their patients. Thus the patient mav be wrongly 
referred by the screening clinic on the assumption 
that the doctor does not know of the condition. The 
measurement of blood pressure, using higher levels 
for older age groups, appears to be a fairly satisfactory 
method of screening for hypertension. Most screening 
programs have had similar satisfactory results." 

Electrocardiogram.—The three bipolar and_ three 
unipolar limb leads were taken while each screenee 
was reclining. The cardiologist reading the tracings 
used the Framingham criteria of abnormality as a 
guide in classifying the result.’ If the result was 
doubtful, the screenee was invited to return for a 12- 
lead electrocardiogram. The 179 screenees with ab- 
normal readings, and 15 with doubtful results who 
failed to return for their chest leads, were referred to 
their physicians for further examination. In 43 of the 
persons referred, presence of heart disease was con- 
firmed. As with the blood pressure test, two-thirds of 
the confirmed cases were already known to the phy- 
sicians. The yield of new cases was almost entirely 
confined to those of persons over 45 years of age. 

As used in Baltimore, the electrocardiogram dis- 
covered more previously unknown cases of heart dis- 
ease than did the chest roentgenogram and question- 
naire. The bipolar and unipolar limb leads, when taken 
on persons in the older age groups, appear to be a 
screening test of some promise in detecting previously 
unknown heart disease. Other studies * suggest that the 
use of the lead 1 tracing alone, while greatly simplify- 
ing the test and reducing its cost, results in a too-high 
proportion of false-positive results, 

Chest Roentgenogram (for Heart Disease).—A chest 
physician read the 70 mm. chest films for heart abnor- 
malities. Because of suspect or abnormal readings, 155 
individuals were referred to their family physicians. 
In 29, presence of heart disease was confirmed, con- 
fined mainly to those over 45 years of age. Only eight 
patients had conditions previously unknown to their 
physicians. As used in the Baltimore clinic, the chest 
roentgenogram detected fewer cases of heart disease 
than the six-lead electrocardiogram. One reason was 
the higher proportion of follow-up results completed 
with the electrocardiographic test. However, other 
programs confirm the low sensitivity of the chest 
roentgenogram as a screening test for heart disease. 

Self-Screening Questionnaire.—The self-screening 
questionnaire contained seven brief questions designed 
to obtain information on conditions that were already 
known to the screenee and to obtain the name and 
address of the family physician. Two questions, found 
elsewhere ‘’ to have some degree of specificity in test- 
ing for cardiac disabilities, were used for referral when 
positive answers were given for both. These questions 
were as follows: 1. Do you ever have distress, pain, or 
an uncomfortable feeling in the chest while walking 
on the street or up inclines or steps? 2. While walking, 
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are you forced to stop in order to rest? These questions 
were much less effective than the electrocardiogram in 
screening for heart disease, The test result was more 
frequently positive in women, and all five confirmed 
new cases were in women. The use of questionnaires 
in other screening programs has usually given poor 
results."' Only one study reports a more optimistic 
conclusion, and this does not appear justified by the 
findings of the study. 

Chest Roentgenogram (for Tuberculosis).—The chest 
physician read each film for tuberculosis and other 
chest conditions, as well as for other heart abnormal- 
ities. A full-size film was taken at a later date when 
recommended, When the large film confirmed the sus- 
pect finding or when the screenee failed to have the 
large film taken, the individual was referred to his 
family physician. The yield of new active cases was 
low and the proportion of false-positive results high, 
as much more extensive chest x-ray surveys have 
already shown. However, the importance of early 
detection of tuberculosis justifies the widespread use 
of this screening test. The effectiveness of the chest 
roentenogram in screening for other chest conditions 
in the Baltimore clinic was poor. 

Urine Albumin Test.—A sulfosalicylic acid test (with 
use of Bumintest reagent tablets) was used to deter- 
mine presence of albumin in the urine, A result of 1+ 
or more was used to indicate the need for referral. Of 
37 screenees who consulted their physicians, in only 
two instances was presence of proteinuria confirmed. 
This low yield of new cases and high proportion of 
false-positive results has been obtained in other screen- 
ing programs.'” A urine albumin test does not appear 
worthy of inclusion in a multiple screening program. 

Urine Sugar Test.—The test for urine sugar (with 
use of Clinitest reagent tablets) was carried out about 
45 minutes after the screenee had taken an orange- 
flavored carbonated drink containing 50 gm. of glu- 
cose. In 54 screenees, the test gave a positive result of 
1+ or more. However, only 15 of these persons had 
tests with positive blood sugar results, and these per- 
sons were referred to their physicians as possible 
diabetics. Other screening programs confirm the low 
specificity of the urine sugar test in screening for dia- 
betes mellitus.'* Indeed, the urine sugar test appears 
to be unnecessary when a blood sugar test is carried 
out after the administration of glucose. 

Blood Sugar Test.—A venous blood specimen was 
taken for the blood sugar test about 50 to 70 minutes 
after the glucose drink, and the true-glucose values 
were obtained by the Wilkerson-Heftmann method. 
When the one-hour value was above 160 mg, per 100 
ce., the screenee was again tested at the end of the 
second hour, In 33 persons, the tests were positive at 
one hour, and results were either confirmed above 130 
mg. per 100 cc. or the persons were not retested at two 
hours. Fifteen of these screenees had positive urine 
sugar tests and were regarded as probable diabetics. 
Of the nine who were known to have consulted their 
physician, in five presence of diabetes mellitus was 
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confirmed. The yield of previously unknown diabetics 
was smaller than that obtained in other screening 
programs. It seems likely that a number of diabetics 
with a high renal threshold were missed because 
referral was carried out only when the urine sugar 
test was positive. 

Hemoglobin Level.—The hemoglobin level of the 
venous blood was determined by use of the copper 
sulfate specific gravity method. Men were referred 
when the hemoglobin level was below 12.3 gm. per 100 
ce., women when below 11.0 gm. per 100 cc. The eight 
previously unknown cases of anemia were all in 
women. Other screening programs '* confirm that the 
screening of men for anemia is a relatively nonproduc- 
tive procedure. 

Serologic Test for Syphilis—A serologic test for 
syphilis was carried out on each blood specimen. A 
positive test usually resulted in referral for further 
examination, especially when the Treponema pallidum 
immobilization test, done in a proportion of screen- 
ees, was also positive. Of the 53 persons referred, 45 
were Negroes. Fourteen consulted their physicians, 
who confirmed three previously known and one new 
case of syphilis. This low yield is partly due to the 
small proportion of persons referred who consulted 
their physicians. The results of selective programs, 
testing much larger numbers of persons, suggest that 
the serologic test for syphilis is a useful screening test 
for groups in which the prevalence of syphilis is 
high.** 

Height and Weight.—Because they were 30% or more 
above the central weight for persons of medium frame 
of the Metropolitan Life Insurance tables, 106 individ- 
uals were referred to their physicians. Those between 
20 and 29% above this weight were merely informed 
that they were moderately overweight. No follow-up 
was carried out for this test, nor for the vision and 
hearing tests. 

Visual AcuityxThe American Optical Company 
Sight Screener was used to determine visual acuity. 
The results obtained while the screenee was wearing 
glasses (if any) determined the need for referral. When 
vision in each eye was 20/40 or less, or vision in one 
eye was 20/50 or less, the individual was advised to 
obtain a more thorough examination to determine the 
need for glasses. Using these criteria, 530 persons, 
slightly over one-fourth of those tested, were abnormal. 

Hearing Acuity.—The test for hearing acuity was 
deliberately made more thorough than usual to obtain 
exact information on the prevalence of hearing diffi- 
culties in the population. In brief, the screenee was 
advised to seek medical advice when the better ear 
had a hearing threshold averaging 30 db. or more at 
frequencies of 500, 1,000, and 2,000 cps. 


Limiting Factors 


A screening procedure may fail at any one of four 
points. First, the screening test may perform so poorly 
that for considerable numbers of screenees the tests 
are wrongly classified as positive or negative. This 
study can give no estimate of the false-negative results, 
i.e., in individuals who have the disease but for whom 
tests are classified as negative. Second, a large propor- 
tion of the screenees for whom the tests are positive 
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may fail to go on for the diagnostic examination by 
their family physician. In this study, no follow-up 
results were obtained on 42% of the persons referred. 
Therefore, the proportion of wrong referrals tends to 
appear larger than it really is. 

Third, the diagnostic examination may be inade- 
quate, so that the condition is not confirmed although 
it actually is present. Other studies, particularly after 
diabetes detection drives,’® suggest that, in a propor- 
tion of persons for whom the tests are truly positive, 
presence of the condition is not confirmed because of 
inadequate diagnostic examination. This study can 
give no estimate of the diagnostic error. Fourth, pres- 
ence of the condition may be confirmed on diagnostic 
examination, but the person may fail to return for 
treatment or may have a condition for which there is 
no specific treatment. These persons do not really 
benefit from the screening procedure, and they reduce 
the yield of the test. Neither this nor other published 
studies have investigated this phase of the screening 
procedure. 


Summary and Conclusions 


The results of the Screening Clinic of the Baltimore 
Study of Chronic Illness have shown that multiple 
screening is a procedure of promise, although some 
tests will require further development and study before 
they come into widespread use. Multiple screening has 
other aspects, briefly mentioned here, that require 
further study to clarify the usefulness of the procedure. 


615 N. Wolfe St. (5) Dr. Roberts. 
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A GYNECIC SURVEY OF SIX HUNDRED EIGHTY PATIENTS 
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Recent statistics from the Institute of Life Insurance, 
1953," indicate that the expectation of life at birth in 
the United States has increased rapidly for females, 
from 48.7 years in 1900 to 72.4 years in 1950. Applied 
basic research principles relevant to better clinical 
care for the aged, along with the discovery of anti- 
biotic drugs, the sulfonamides, improved preventive 
and supportive therapy, newer anesthetic agents, and 
newly available methods to combat shock, oliguria, 
and coma, combined with earlier diagnostic proce- 
dures, have all contributed toward the goal of bring- 
ing greater numbers of the populace into the geriatric 
age category. Thus the female life expectancy has in- 
creased by 24 years’ since the turn of the century, 
whereas the time of the menopause or transition from 
the youthful physiological status to that of the rapidly 
aging state has remained the same. There is an in- 
creasing awareness of the need for study of gynecic 
geriatric problems.’ It is an obligation of society to 
make available equal medical care to this aging popu- 
lation, and it becomes obvious we must become more 
aware of the medical and specialty problems in these 
oldsters. 

Material 

In 1952, the gynecology service at Flower and Fifth 
Avenue Hospitals participated in conducting the gyne- 
cologic examinations upon all women being admitted 
to the new Bird S. Coler Hospital and Home from the 


Tas_e 1.—Age and Marital Status of Patients in Geriatric Survey 


No. by Race Marital Status 


Age Range, Yr. of “White Negro Married or Sinvle 
3 


Less than 40 4 2 2 1 
41-45 4 2 2 2 2 
46-50 5 4 1 5 0 
51-55 14 6 18 2 
56-60 36 32 4 24 12 
61-65 59 50 9 40 19 
66-70 98 78 21 60 38 
71-75 148 138 10 101 47 
76-80 121 116 5 4 37 
81-85 4 65 28 
86-90 64 56 8 54 10 
91-95 24 21 3 18 6 
96-100 7 5 2 6 1 
101-111 2 2 0 1 1 
Total 680 603 77 479 201 
(33-111 yr.) 


City Home and other municipal institutions. There 
were 680 women examined in this first survey, con- 
ducted between July and October, 1952. These 603 


From the New York Medical College, Flower and Fifth Avenue Hospitals, 
Department of Obstetrics and Gynecology, and the Department of Geriatric 
Gynecology, Division of the Bird S. ga Hospital and Home, Welfare Island. 

{Dr, Folsome died March 19, 1956 


e Gynecologic examination of 680 women between 
the ages of 41 and 111 led to a classification of 
pelves into a fibrotic (556 cases) and an atrophic 
(124) type. All instances of carcinoma, prolapse, and 
advanced cystocele, rectocele, and enterocele oc- 
curred in the atrophic type. No malignancies were 
ever encountered in the fibrotic type. 

Although 90 of these institutionalized women had 
complete urinary incontinence and 63 complete loss 
of bowel control, gynecologic symptoms were present 
in only 69 cases, and many patients who had no com- 
plaints were found to have striking abnormalities. 
Among the many unanticipated results were the find- 
ing of complete procidentia among nulliparas and of 
a normal vulva in seven out of nine women over the 
age of 95. An estrogen effect was seen in the stained 
vaginal smears from four women over the age of 81 
in the absence of estrogen therapy. 

The study disclosed many opportunities for improv- 
ing the health and comfort of these patients and em- 
phasized the need of the elderly woman for good 
nursing care, including careful pelvic hygiene. 


white and 77 Negro patients had been institutional- 
ized or hospitalized in other municipal institutions 
because they were aged and economically helpless or 
else afflicted with long-standing chronic diseases, such 
as multiple sclerosis, hypertension, sequelae to cere- 
brovascular accidents, generalized arteriosclerosis, dia- 
betes, arthritis, old fractures, or other debilitating 
conditions complicating normal old age processes. 
Our examinations and histories were confined exclu- 
sively to gynecologic and the immediate contiguous 
organs. 

The age range in this first series of 680 patients was 
from 38 years to 111 years. This age distribution and 
the social status of the patients is given in table 1. It 
will be observed that we have included 13 patients 
below the age of 50 years, primarily because the mem- 
bers of this small subgroup were even at these lower 
chronological age ranges already actually in need of 
rehabilitation because of genuine geriatric problems 
usually found in patients over 50 years of age. Among 
these 680 women, 479 were married or had outlived 
their husbands. The remaining 201 women had never 
married and could be properly regarded as “spinster” 
oldsters. Oddly, we encountered only three women 
who had separated from their husbands in this entire 
group, and, since all these patients had borne children, 
we classified them as “married” to permit simpler gyne- 
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cologic classification. The parity distribution from the 
obstetric histories of those admitting having borne 
children is shown in table 2. One patient, aged 88 
years, had the greatest number of children—17 full- 


TABLE 2.—Parity of Patients in Geriatric Gynecology Series 


Parity 
Age Range, No. of Para Para Para Para Para Para 10 
Yr. Patients 0 1 2 3 4-9 or More 
Less than 40 4 2 2 
41-45 4 3 1 
46-50 5 2 1 i 2 ee 
51-55 20 u4 2 2 2 s 
56-60 36 19 5 6 1 5 
61-65 59 38 ) 7 6 3 1 
66-70 98 53 16 9 7 18 
71-75 148 81 31 19 6 1 
76-80 121 63 21 7 5 13 2 
81-85 88 48 10 12 9 13 1 
86-90 64 26 10 7 3 12 6 
91-95 24 ‘oR 3 3 1 5 
96-100 7 3 1 1 1 1 
101-111 2 1 1 pe 
Total 680 355 ill s4 44 76 10 


term deliveries from 21 pregnancies—and she had out- 
lived her entire progeny. 

In a review of the medical histories of these 680 
patients, it was observed that 228 (33.5%) had prior 
major surgical or radiation treatment. Among these 
previous surgical histories were 175 gynecologic and 
53 general surgical operations. In brief, three of every 
four patients had had prior surgery performed upon 
gynecic indications. Fifty-nine patients, or 8.6%, had 
had prior hysterectomies. Forty-three of the 59 pa- 
tients who had undergone hysterectomy were in the 
age range of 61 to 80 years. There had been 12 pre- 
vious vaginal plastic operations, mostly for stress in- 
continence, and 10 of these patients had recurrent 
stress incontinence. There had been nine prior hys- 
teropexies or suspensions of the uterus, and in eight 
of the patients found with this history among the 61- 
to-85-year age range group the suspension operation 
had obviously failed, for in all eight cases the uterus 
was found in midposition or else retroverted. Oddly, 
only 4 women in the entire group of 680 reported 
prior cesarean sections. Additional prior operations 
included two tubal resections for ectopic pregnancy, 
two posterior colpotomies for drainage of pelvic ab- 
scesses, four prior bilateral tube ligations for steri- 
lization, and one prior myomectomy; there were two 
instances of extensive radiation therapy for carcinoma 
of the cervix. These latter two patients were 5 and 11 
years removed from their last radiation therapy and 
were considered as having “arrested cases.” Among the 
nine patients having colostomy, in three combined 
perineal resection had been done, while in one of the 
eight cases of breast resection a bilateral mastectomy 
had been done for carcinoma. Nine of these 12 patients 
surgically treated for carcinoma of the large intestine 
or breast were considered surgically “cured.” 
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Procedures Done in Survey 


Every patient was given a complete gynecologic 
examination, in which we included, in addition to the 
prior general physical examination by the internists, 
a detailed reevaluation of the abdomen, the breasts, 
the urethra, and the anal canal and rectum, as well as 
a bimanual pelvic examination, with the patient on 
the lithotomy table. We noted that in 10 cases the 
women had repairs of previous ventral hernias. We 
discovered three previously unreported carcinomas of 
the breast, four direct inguinal hernias, and one fem- 
oral hernia, in addition to the pelvic findings men- 
tioned hereinafter. 

In each instance, after our pelvic examination, we 
added to each survey sheet a general impression of 
the pelvic findings. We classed these general findings 
into two main categories: (1) a fibrotic and/or marked- 
ly atrophic pelvis or (2) a nonfibrotic type of pelvis. 
In the latter group were those cases of increased de- 
grees of pelvic relaxation, with large cystocele, recto- 
cele, and prolapse. In short, in this group, atrophy was 
present, but the usual underlying fibrotic changes 
were less apparent to palpation, and there were usual- 
ly greater areas of epithelial surfaces present. Cervical 
and vaginal smears were taken on all patients. The 
smears were interpreted by a member of our staff 
having considerable experience in reading smears. We 
agree with Scheffey and Lang * that “screening smears” 
must be read by one well trained in cytology interpre- 
tation. 


General Impression of Pelvic Status 


We were unable to correlate, except in isolated in- 
stances, the parity history or prior gynecic surgical 
history with our expected pelvic findings. To illustrate 
this point, we found that among the 680 patients were 
556 women, or 81.7%, with markedly fibrotic pelves. 


TaBLe 3.—General Pelvic Findings in 680 Older Women 


Nonfibrotie 
but Estrogen 
Age Range, Yr. No. of Patients Fibrotic Type Atrophiec Type Effect 
Less than 40 4 ase 4 8 
41-45 4 3 1 2 
46-50 5 2 8 1 
51-55 20 12 4 
56-60 36 22 14 3 
61-65 59 37 22 5 
66-70 98 69 29 1 
71-75 14s 14 24 1 
76-80 121 110 11 2 
81-85 RS 88 5 1 
86-90 64 63 1 2 
91-95 24 23 1 1 
96-100 7 6 1 1 
101-111 2 2 
‘Total 680 556 (81.6%) 124 (184%) 27 


Among this group were patients who had never mar- 
ried as well as patients who had borne 4 to 10 chil- 
dren; hence there was no correlation. There were 124 
nonfibrotic but atrophic pelves (18.2% of the series) 
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that gave rather extensive evidence of damaged endo- 
pelvic fascial planes, but in this group were many 
women who had never married or borne children (for 
example, 355 women who had never borne children), 
yet among those were single women with complete 
procidentia. 

Stained Smear Report 


The smear reports from the group with fibrotic 
pelves usually showed cellular detritus, leukocytes, or 
else a few basal or parabasal epithelial cells, with a 
predominance of keratinized squamous epithelial cells, 
if and when the latter were present. The greater num- 
ber of women with adhesive vaginitis or vaginal 
synechia were classed in the group with fibrotic pelves, 
as one would anticipate. However, it was of real in- 
terest to note that, among the smears of those patients 
classed in the group with nonfibrotic but atrophic 
pelves, there were found parabasal cells and leuko- 
cytes in addition to basal cells and that there were 27 
cases wherein cornified squamous epithelial cells were 
preponderant. In brief, in 27 patients, or 3.9%, of this 
geriatric series an inexplicable estrogen effect was 
shown in stained smears. None of these patients had 
received recent estrogen therapy to our knowledge. 
While this could well be considered an adrenal estro- 
gen effect in the 10 patients under the age of 55 years, 
it seems incredible that in the remaining 4 patients, 
all over the age of 81 years, definite cornification was 
found in stained smears. Clinically the mucosal sur- 
faces of these four patients gave the appearance of 
tissue age greatly similar to that of women in their 
fifth decade. It is noteworthy to reemphasize that in 
all of these 27 patients whose smears showed cornifi- 
cation the smears fell into the broad general group we 
had categorized as the nonfibrotic but atrophic group. 
In this smaller group we discovered four instances of 
cervical carcinoma, three of clinical stage 3 and one 
of clinical stage 0. One of the clinical stage 3 carcino- 
mas proved to be an adenocarcinoma of the cervix. 
None of these patients had evinced a single symptom, 
and the cervical neoplasms were discovered and diag- 
nosed by the survey pelvic examination and screening 
smear studies. In all instances the diagnoses were 
confirmed by biopsy prior to the initiation of active 
radiation therapy. 

Among all the smears studied were those of 88 pa- 
tients, or 12.7%, which showed many red blood cells, 
though in only 4 patients of this group were atypical 
or actual neoplastic cells found. Thus the presence of 
basal cells with many red blood cells is not too sug- 
gestive of neoplasm, but rather it is suggestive of ad- 
hesive vaginitis or trauma to atrophic mucosa in taking 
the smears. All positive smears that did show neo- 
plastic cells also showed red blood cells. Toward the 
end of our survey and in our clinical application of 
our two broad general categories we became aware 
of a most important negative finding—we had encoun- 
tered no malignancy in the truly fibrotic pelves. We 
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were then lead to the obvious question: Why does a 
dominance of fibrotic tissue occur in the patient not 
exhibiting pelvic malignancy? We noted also that 
there was an apparent parallelism between fibrotic 
pelves and fibrotic breasts, and it was of interest to 
report that the four discovered cases of carcinoma of 
the breast fell into the pelvic series categorized as 
nonfibrotic but atrophic. Because of these observa- 
tions, it was our decision to subject and evaluate each 
single area of the pelvic examination to an especially 
detailed study. The findings follow. 


The Vulva in Older Women 


Morris,** of Manchester, stresses that but few of 
aged females report gynecologic symptoms and that 
their “tolerance” of symptoms is “surprising.” In this 
we agree completely. Table 4 illustrates the bulk of 
the exact findings of the status of the vulva in the 
pelvic examination in 680 institutionalized women in 
the geriatric group. Only 36 patients could be con- 
sidered as having a normal vulva, while among 652 
women, or 95.8%, senile or atrophic vulvitis was pres- 


TaBLe 4,—Vulval Findings in Older Women 


Vulval 
A- Conglu- 

Age trophie Vulval tination Other 
Range, No. of Normal Ery- Leuko- and Vulval Diag- 
Yr. Patients Vulva vitis thema plakia Synechia Tumors noses 
Less 
than 40 4 8 1 

41-45 4 1 2 1 

46-50 5 3 2 

51-55 20 9 8 4 1 1 

56-60 36 8 32 18 5 1 2 
61-65 59 59 22 ll 2 2 
66-70 98 98 20 20 6 
71-75 148 148 14 1 32 8 
7 121 121 13 1 17 1 12 
81-85 88 86 26 3 2 2 

86-90 64 62 19 1 12 1 5 
91-95 24 24 7 1 4 1 2 
96-100 7 7 3 3 

Over 100 2 2 2 1 


Total 24 652 149 8 117 9 32 

(3.5%) (95.8%) (21.9%) (1.1%) (17.2%) (1.2%) (4.6%) 
ent. Among these was a series of 149, or 21.9%, show- 
ing, in addition, simple vulval erythema superimposed 
upon the atrophic mucosal and dermal changes. In 
117 women the atrophic changes were so advanced as 
to exhibit a mild conglutination of the vestibular walls, 
while in the remaining 20 women the atrophy was so 
extensive as to form true vulval synechia adhesions. 
Eight cases of leukoplakia of the vulva and one case 
of true kraurosis vulvae were found. Severe intertrigo 
of the vulva was seen in 10 instances, and 6 cases of 
diabetic vulvitis were extant among those 149 patients 
having erythema of the vulva. There were nine vulval 
tumors encountered; one case each of condyloma 
acuminatum, papilloma sebaceous cyst, fibroma, and 
labial inclusion cysts; a sweat gland tumor; and a sin- 
gle case of carcinoma of the perineal body. There were 
two lipofibromas of the vulva, measuring 3 and 4 cm. 


4: 
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respectively. The largest vulval tumor was the fibroma. 
It was symmetrical and measured 8.0 cm. in diameter. 
The carcinoma of the perineal body was 5.0 cm. in 
diameter. 

One patient had marked hypertrophy of the clitoris. 
Two patients, aged 65 and 75 years, exhibited rather 
marked vulval edema without any suggestive etiology. 
There were five patients who had postoperative find- 
ings, such as extensive scars and complete absence of 
labia and genital hair. In one patient the perineal body 
was completely absent, with cloacal formation from 
prior obstetic injury. One Negro patient had rather 
extensive vitiligo. We were able to demonstrate but 
a single case of monilial vulvitis. While a summary of 
the vulval findings would indicate that simple atrophy 
was the chief finding, actually in about 1 of every 4 
cases there was an associated low-grade infection, and, 
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lous or pouting urethral meatus, and in 86 patients 
there was an associated urethral caruncle. These latter 
two conditions occurred in greater frequency in wom- 
en over 70 years of age. In 119 cases, or 17.5%, there 
was either stress or complete urinary incontinence. 
We agree with Heckel® that, among the aged, cystitis 
should be considered a symptom rather than a dis- 
ease process. 

Approximately 9 of every 10 older women had nor- 
mal bowel continence (539 patients, or 86.6%), though 
in 63 women, or 9.2%, partial incontinence was pres- 
ent. About every third patient (196 women, or 28.8%) 
was troubled with external hemorrhoids, though only 
23 patients, or 3.4%, had internal hemorrhoids. Nine 
patients had had a prior colostomy or combined peri- 
neal resection (1.3%, or approximately 1 in every 76). 
Incidental findings inchided one instance of anal- 


Tabie 5.—Vaginal Findings in Older Women 


Degree of Atrophy 


Structural Changes in Wall 


Anterior Wall- 
Cystocele, Grade 


Posterior 
Rectocele and 


Enterocele, Grade Conditions 


Atrophie — 

Age or True Non; - 
Range, No. of Normal — Senile Adhesive Synechia Specific 

Yr. Patients Vagina Vagina Vaginitis Formation Vaginitis 1 

Less 
than 40 4 3 1 1 1 
41-45 4 2 2 
46-50 5 4 3 
51-55 20 2 7 4 1 8 
6-00 36 36 2 3 1 4 
61-65 59 og 6 10 6 s 
66-70 YS 3 24 9 
71-75 1 148 6 30 ” 4 
76-80 121 121 ps) 33 6 4 
81-85 31 9 4 
86-00 4 64 > 20 2 3 
91-95 M4 4 2 5 4 1 
46-100 7 7 1 4 2 
1-111 2 2 1 

Total 680 670 68 61 44 


2 


Pro- 


Entero-. Post- 
3 4 lapse 1 2 3 4 cele operative Other 
1 1 
18 2 2 2 

1 1 BE 9 3 1 
4 1 1 27 «#6210 6 2 2 intact hymen 
1 « 1 1 1 clonen 
3 3 4 q 3 
~ 1 29 6 3 iY 2 1 Trichomonas 
5 2 2 2 3 1 
3 1 1 9 1 1 1 2 1 moniliasis 

1 1 3 1 1 

1 1 1 1 
31 i 34 2 1 12 


among these, 1 in every 14 women had a severe grade 
_ of intertrigal infection. In nine patients with vulval 
tumors there was a ratio of one malignancy to eight 
benign neoplasms. Lack of proper pelvic hygiene was 
probably responsible for 117 cases of conglutination 
effect among the 652 patients with senile atrophic vul- 
vitis. In only 24 patients could one describe the vulva 
as normal. This finding suggests that simple inspection 
is most important in an evaluation of the external 
genital tract of the elderly woman. 


Contiguous Pelvic Organs 


While we did examine with care all contiguous pel- 
vic organs, including the urethra, the urinary bladder, 
the anal canal, and the rectum, we restricted this ini- 
tial report solely to the female genital tract findings. 
We did note that 120 women, or 17.6%, were found 
to have a definite low-grade paraurethral infection, 
Skene-gland infection, or a proximal anterior urethritis. 
Among these patients were 101 women with a patu- 


fibroma, one of anal stricture, three of markedly patu- 
lous anal canals, and one of megacolon, wherein 
evacuation occurred only once every 14 to 21 days. 
Two patients had associated decubital ulcers imping- 
ing on the perianal region, One patient had a carci- 
noma of the perineal body, involving the perianal 
tissues. 
The Vagina in Older Women 


During the survey, the amount and degree of atroph- 
ic change, the number of patients exhibiting infec- 
tion, and the number showing definitive structural 
changes in the anterior and posterior vaginal walls 
were recorded (table 5). In only 11 cases were the 
vaginal walls classed as normal, while in 670 cases, 
or 98.5%, there was some degree of senile or atrophic 
vaginitis. In 436 of these cases it was characterized 
by thin and pale mucosal surfaces. Simple adhesive 
vaginitis was present in 68 patients, or 10%, of the series. 
In 166 cases, or 24.4%, the atrophic changes had pro- 


3 
i 
| 
5 
9 
10 
17 
12 
9 
5 
3 
72 
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gressed, however, to the point of actual synechial for- 
mation wherein the mucosal surfaces had ulcerated 
and subsequently healed to form vaginal bands or 
synechias, thereby giving considerable constriction to 
the vaginal diameters. In many of these cases it was 
difficult to expose the cervix to take smears. Nonspe- 
cific bacterial vaginitis was present in 61 cases, or 
8.9%. We were able to find only one case each of 
Trichomonas vaginalis vaginitis and monilial vaginitis, 
in two women aged 80 years and 90 years respectively. 

There were 12 patients on whom prior vaginoplas- 
tic surgery of one type or another had been performed. 
Anterior vaginal wall herniation, present as cystocele, 
was found in 170 cases, or 25% (one in every four pa- 
tients ). As expected, the bulk of these anterior vaginal 
wall relaxations were minimal to moderate in degree; 
there were 44 cases of grade 1 cystocele and 72 cases 
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perforated to obtain vaginal smears. One patient had 
complete loss of the posterior vaginal wall and the 
urethral wall and had the usual postobstetric cloaca. 
The distribution of pelvic findings on the vagina is 
shown in table 5. 


The Cervix Uteri in Older Women 


All but 87 patients exhibited some degree of atroph- 
ic changes in the cervix uteri. In 340 cases, or 50%, 
simple atrophic changes were present, but in 253 
women, or 37.2%, the degree of atrophy was relatively 
advanced, producing the so-called button cervix of 
old age. “ In most of the latter groups there was extant 
some degree of synechia between mucosal surfaces 
of the fornices to the portio vaginalis mucosa of the 
cervix. In such cases the synechia all but obliterated 
the vaginal vault and cervix itself (table 6). 


TaBLeE 6.—Cervical Findings in Older Women 


Button Pilor Surgery 
Age Normal Cervix Hyper- Erosion 
Range, No. of Chronie Atrophie Synechia trophy and or Cervical Cervix Stump Cancer, 


Yr. Patients Cervicitis Cervix Fornices of Cervix Eetropion Polyp Absent Only Stage Other Condition 


40 or 
less 4 1 1 3 1 
41-45 4 1 3 1 

46-50 5 4 1 

51-55 20 4 10 2 2 1 
56-60 36 4 30 2 2 
61-65 59 q 41 8 2 2 
66-70 gs 7 55 28 2 1 
71-75 148 6 65 61 2 2 
76-80 121 7 44 65 1 1 
81-85 88 9 42 40 2 3 
86-90 64 5 30 32 1 

91-95 24 3 ll 10 2 

96-100 7 3 4 

101-111 2 1 1 

Total 680 Al 340 253 18 13 

(7.5%) (50%) (37.2%) (2.64%) (1.91%) 


1 2 1 1-3 1 cervieal fibroid 
1 3 1 1 cervical fibroid 
4 1-3 Caneer found in survey 
1 4 1 1-0 1 cervieal fibroid: cancer found 
in survey 
4 3 4 1-3 1 cervieal fibroid; cancer found 
in survey 
i 2 1 1 cervieal fibroid 
1 prolapse with ulcer 
4 4 1-0 1 cervieal fibroid 
1 1 1 cervieal fibroid 
1-3 1 cervical fibroid; eancer found 
in survey 
13 19 18 6 


(1.91%) (2.79%) (1.9%) (0.88%) 


of grade 2 cystocele, though only 31 cases of grade 3 
and 12 cases of grade 4. In 11 instances the anterior 
vaginal wall was prolapsed with uterine procidentia. 
It is a well-known observation that smaller size cysto- 
celes are frequently more symptomatic than those 
of the larger size, for often these latter have an acute 
angulation that produces an exaggerated posterior 
urethrovesical angle; hence they exhibit fewer symp- 
toms. 

As was anticipated, the frequency of posterior vag- 
inal wall relaxation was greater. There were 296 
women, or 43.5%, in the series who exhibited some 
degree of rectocele. They were distributed in the 
usual descriptive categories: 188 cases of grade 1, 48 
cases of grade 2, 34 cases of grade 3, and 25 cases of 
grade 4. One patient, aged 70, had a definite entero- 
cele. There were apparent imperforate hymens in two 
single women, each aged 65 years. Undoubtedly the 
carunculae myrtiformes had become ulcerted and sub- 
sequently healed to form hymenal synechias, giving 
the clinical impression of intact hymens. These were 


In 51 patients, or 7.5%, of the series there was chronic 
cervicitis, wherein a heavy bead of viscid mucopuru- 
lent discharge was visible at the external cervical os. 
Four of these patients had an associated chronic Na- 
bothian cystic degeneration of the cervix. In 18 in- 
stances, or 2.6%, there was a hypertrophy of the cervix. 
There were 13 cases each, or 1.9%, of erosion and/or 
ectropion (everted endocervical canal mucosa) and 
cervical polyps. None of the cervical polyps exceeded 
1 cm. in diameter, and all were removed by simple 
biopsy technique. All were examined pathologically. 
None were found to be malignant. We agree with 
Buxton ‘ that there should be minimal cauterization 
after removal of polyps because the atrophic mucosa 
tolerates cautery poorly. In 19 women, or 2.8%, the 
cervix was absent, and there were 13 patients who had 
only a cervical stump because of prior hysterectomy 
of the subtotal type. Seven women were found to have 
small cervical fibroids, the majority of which had 
undergone marked calcification. These did not exceed 
0.5 cm. in diameter. 
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Most important of all findings was cervical carci- 
noma in six cases, or 0.8%; four of these were discov- 
ered during this routine survey. Three cases were of 
stage 3, exophytic type, while one case was found to 
be stage 0. 


The Corpus Uteri in Older Women 


All patients in the series (680 women), except 22, 
were subjected to a bimanual pelvic examination. 
There were 22 patients who either refused, became un- 
cooperative or else were much too obese for an ade- 
quate bimanual pelvic examination. Among the 668 
women, or 96.8%, who were so examined, the fundus 
of the uterus was found to be small and atrophic 
in 533 instances, or 78.3%; and large, fibrotic, and 
atrophic in 39 cases, or 5.7%; while actual] uterine 
fibroids were found in 24 cases, or 3.5%. The fibroids 
were variable in size, from small (1 cm.) calcified 
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A second ovarian cyst, the size of a six-month preg- 
nancy, was present in a 55-year-old patient. Each was 
reported as a benign pseudomucinous cystadenoma 
after subsequent removal. The remaining three ovarian 
tumors occurred in women aged 65, 66, and 70 years 
respectively. One was a serous cystadenoma, one a 
dermoid cyst, and one a simple fibroma of the ovary. 
None were considered malignant. The incidence of 
ovarian tumors in our series was then 5 in 680, or 
about 1 in each 136 patients examined. These findings 
confirm Randall’s findings * that ovarian tumors are 
more frequently benign in patients over 50 years of age. 

There were 11 ‘cases of parametrial thickening. In 
six instances it was the result of postoperative thick- 
ening, and in five instances it was related to an earlier 
history of prior colpotomy, fer pelvic abscess in two 
cases and chronic pelvic inflammatory disease or else 
prior radiation therapy in three other cases. 


TABLE 7,—Uterine Findings in Older Women 


Small Large 
Age Range, No. of Atrophie Uterine 
Yr. Patients Unknown Fundus Fundus Fibroids 
Less than 
40 4 2 
41-45 4 1 3 
46-50 5 1 1 1 
51-55 20 13 2 
56-60 36 2 27 3 2 
61-65 59 3 4! 4 1 
66-70 gs 71 6 6 
71-76 148 2 121 7 2 
76-80 121 4 ys 7 3 
81-85 88 2 73 4 3 
86-90 64 4 as 1 
91-95 24 21 1 2 
96-100 7 6 1 
11-111 2 2 
Total 680 22(3.23%) B9.(5. 738%) 


Prolapse, Degree 


24(3.52%) 


 Fundus Otber 
1 a Complete Absent Conditions 
1 adherent retroversion 
2 
5 
1 1 2 adherent retroversions 
1 9 1 pyometra 
2 12 
1 3 14 
1 1 3 adherent retroversions, 
1 pyometra 
1 1 5 
1 3 
1 1 
1 
2(0.29%) 4(0.58%) 1001.47%) 59(8.67%) 8(1.17%) 


nodules to multinodular masses filling the true pelvis. 
In every single case of fibroids the patient had refused 
to have previously recommended surgery done. Among 
the 39 large fibrotic but atrophic fundi were undoubt- 
edly a few of the diffuse intramural type of fibroids 
that could not be identified as such. In these patients, 
however, the correlation was higher in regard to their 
parity than to a prior history of fibroid symptoms 
(table 7). 

Among 59 women, or 8.6%, the fundus was absent, 
undoubtedly because of prior surgery. There were six 
cases of densely adherent retroversion and two cases 
of pyometra. There were 16 patients who showed some 
degree of uterine prolapse: 2 with stage 1, 4 with stage 
2, and 10 with true procidentia or complete prolapse. 
In the vast majority of cases the atrophic uterus was 
found in midposition. 

The Adnexa and Parametrium in Older Women 

In this series of 680 geriatric gynecologic patients 
there were found five cases of adnexal masses, four 


of which were cystic in nature. One cyst, in a woman 
50 years of age, was the size of a full-term pregnancy. 


Gynecologic Symptoms 

As noted by Morris, “ these elderly patients exhib- 
ited a considerable “tolerance” to their admitted 
gynecologic symptoms. Only five patients, or 0.7%, 
complained of a mass, though it was grossly present 
in 10 cases of procidentia and was present as a mass 
in 9 vulval tumors and in 24 fibroids, 2 of the latter 
filling the true pelvis entirely. Patients with ovarian 
tumors had no complaints, other than two who com- 
plained that they were “fat.” In the entire series of 
680 patients, only 69 women, or 10.0%, complained of 
any symptoms. Leukorrhea was noted as a complaint 
in 48 cases, or 7%; metrorrhagia in 16 cases, or 2.3%; 
and a tumor mass in only 5 cases (table 8). 


Treatment Principles 


This survey emphasizes primarily the need for the 
elderly woman to have good nursing care, including 
careful pelvic hygiene. It is our considered belief that 
the majority of cases of vulval erythema could have 
been prevented simply by more frequent bathing of 
the external genitalia. We agree with Shelton,” Brown 
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and Bradbury,* and Masters® that infected atrophic 
mucosal surfaces of the lower genital tract may well 
be treated with topically applied estrogens or even 
small does of estrogens given orally and/or estrogen- 
androgen therapy prior to topical application of sulfon- 
amide or antibiotic agents. The cytological picture 
of the mucosa without treatment tends to revert to 
that of childhood. O’Conor and Rhodes '° stress the 
importance of occasional urethral dilatation, with rare 
use of transurethral resection of obstructing tissue at 
the bladder neck to control urinary tract infections in 
elderly women. The intermittent use of systemically 
given antibiotic agents is useful in supportive care of 
the infected neurogenic bladder. 

Serious structural defects, including symptomatic 
cystocele, procidentia, rectocele, enterocele, or pro- 
lapsed vaginal vaults, can be controlled with conserva- 
tive surgery with considerable safety, especially when 
one employs local and/or regional anesthesia. We 
agree with Jeffcoate '' that in a large percentage of 
cases of pruritus vulvae there are but few demonstra- 
ble etiological factors and that, therefore we should use 
conservative therapy in such instances. Pettit and 
associates ° believe that we should build up atrophic 
lower genital tract tissues with estrogens prior to 
biopsy for study and subsequent therapy. 

Like Schauffler,’? Kosmak,'® and Beecham,'* we 
agree that pelvic surgery is not contraindicated but 
that these women with prolapse or unusual herniation 
of endopelvic fascial planes must be treated like 
cardiac patients; that is, they must be treated more 
specifically in relation to their functional capacity and 
their vitality than in relation to any arbitrary age 
limit. Prolapses, infection, fibroids, and ovarian tu- 
mors should be treated as specific problems, not ac- 
cording to the chronological age of the patient. 
Obviously one must seek to employ more supportive 


» therapy in the aged woman, such as vitamin supple- 


Taste 8.—Gynecologic Symptoms in 680 Older Women 
Subtotal 


aving 
Symptoms 


Age Range, No. of Muss Per 
Yr. Patients Leukorrhea Metrorrhagia Present No. Cent 
Less than 40 4 
41-45 4 
46-50 5 
51-55 20 
56-60 36 1 1 2.77 
61-65 59 8 1 4 6.78 
66-70 Qs 2 2 4 4.08 
71-75 148 2 4 6 4.05 
76-80 121 8 2 10 8.24 
81-85 ll 2 2 17.0 
86-90 64 10 1 1 12 18.75 
91-95 24 10 2 1 13 54.16 
96-100 7 2 1 3 42.85 
101-111 2 1 1 50 
Total 680 48(7%) 16(2.4%) 5(0.74%) 69(10.2%) 


ments, hormones, dietary care, and specific supportive 
drugs, such as digitalis, in the preoperative phase. 
The choice of anesthetic or analgesic agents must be 
carefully individualized and evaluated for each case. 
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The postoperative care must be meticulous. Above all 
the prime requisite before and after gynecic surgery 
is good nursing care amplified with the individualizing 
of the physician’s attentive supervision. 


Comment 


The findings in 680 institutionalized elderly women 
examined during a geriatric gynecic survey conducted 
at the Bird S. Coler Hospital and Home and the City 
Home revealed interesting data. Atrophic and senile 
changes were dominant as predicted. In this series 
were 603 white women and 77 Negro patients. Their 
ages ranged from 38 to 111 years, with the greatest 
number, 148, falling into the age group 71 to 75. In 
this series, 479 women were married or widowed and 
201 were single. Ten women had each borne 10 or 
more children, 111 women had borne one, 84 women 
2, 44 women one, 44 women 3, and 76 women 4 to 9. 

In this series, 59 women, or 8.6%, had had a prior 
hysterectomy. Myomectomy had been performed on 
one woman, 9 women had had suspension operations, 
4 women had had previous cesarean section, and in 12 
women some type of vaginal plastic operation had 
been done. Twelve patients had one or both ovaries 
removed, exclusive of the 59 instances of hysterectomy 
in which the fate of the ovary was not known. Two 
patients had previous radiation treatment for car- 
cinoma of the cervix. 

The pelves were classified into two major general 
types: the fibrotic type, 556 cases, and the nonfibrotic 
but atrophic type, 124 cases. It was particularly in- 
teresting to note that all instances of carcinoma, pro- 
lapse and advanced cystocele, rectocele, and enterocele 
fell into the latter group. Estrogen effect was noted in 
27 cases, or 3.9%. Incredible as it seems, the estrogen 
effect was noted in stained smears of four women over 
the age of 81 years, though none had received estro- 
gen therapy. We were especially impressed that, in 
the general category of fibrotic pelves, no malignancy 
was encountered. We noted a similar parallelism be- 
tween the fibrotic pelvis and fibrotic breast tissue. 
Nine vulval tumors were identified, of which only one 
was malignant. There were six cases of cervical car- 
cinoma, four of which were discovered during the 
survey. One anal fibroma, 24 uterine fibroids, 7 cervi- 
cal fibroids, and 5 ovarian tumors were discovered. 

The lack of gynecologic symptoms was especially 
significant. They were present in only 69 cases, or 10% 
of the series, despite the observation that there were 
found 26 common lesions of the cervix, 51 cases of 
chronic cervicitis, 170 cases of relaxed anterior vaginal 
wall, 296 cases of rectocele, 61 cases of nonspecific 
bacterial vaginitis, 196 cases of external hemorrhoids, 
and 86 cases of urethral caruncle. Also, 90 women had 
complete urinary incontinence, and 29 women had a 
definite stress incontinence. In 63 cases there was com- 
plete loss of bowel control and in 17 cases a partial 
loss. One patient with megacolon and having a bowel 


~ 
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movement only once every two to three weeks insisted 
she had no symptoms. We agree with Randall * that 
the probability of ovarian malignancy decreases 
rapidly after the age of 50 years. 

121 E. 60th St. (Dr. Napp). 


Mrs. Leah J. M. Folsome aided in the assembly of the statistical data in 
this study. 
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FOUR-MINUTE LIMIT FOR CARDIAC RESUSCITATION 


Seymour L. Cole, M.D. 


Eliot Corday, M.D., Los Angeles 


Cardiac arrest is considered to have occurred when 
the heartbeat is no longer strong enough to be of 
hemodynamic significance. Since it results in failure 
of oxygen transport, every case of cardiac arrest is an 
emergency calling for immediate action, because the 
cells of the cerebral cortex cannot survive long after 
their oxygenated blood supply has been interrupted. 
Depending on the effectiveness of resuscitative efforts 
within a very short period, the individual may recover 
completely, die in a few hours, or live longer in vary- 
ing degrees of a decerebrate state. 

The urgency of the problem became evident when 
over 115 cases of cardiac arrest were collected from 
Los Angeles alone over the two-year period from 1952 
to 1954. Since the cases that form the majority of the 
basis of this report came from physicians from less 
than 25% of the hospitals of Los Angeles approved for 
internship, the actual incidence in all Los Angeles hos- 
pitals might be well over four times that number. 
During the same interval, 15 additional cases were 
reported in the newspapers of this region. From these 
figures it is estimated that one case of cardiac arrest 
occurs every operating day in the hospitals approved 
for internship in Los Angeles combined with other 
hospitals, plus an indeterminate number in offices 
where anesthesia is given. Thus Los Angeles con- 
tributes approximately 230 of the 10,000 cases that 
Hosler' calculates is the annual incidence of cardiac 
arrest in the United States. 

When 18 of the reported cases had to be discarded 
because of incomplete data, 34 additional ones were 
gathered from San Francisco to make the total of 
132 cases that is the basis of this report. Classified 
as to degree of cardiac and cerebral recovery, 35 pa- 
tients were still living at the time of this writing, but 
2 of them have permanent impairment of cerebral 


From the Cardiac Clinic, Cedars ot Lebanon Hospital (Drs. Cole and 
Corday), the University of Southern California School of Medicine, De- 
partment of Medicine (Cardiology) (Dr. Cole), and the University of 
California, Department of Medicine ( Dr. Corday ). 


e Duration of cardiac arrest and the degree of car- 
diac and cerebral recovery were studied in 132 pa- 
tients in whom cardiac arrest had occurred during 
anesthesia and surgery and postoperatively. It was 
found that 53 had not been revived and that 44 died 
after varying periods of survival. Complete recovery 
occurred in 33 patients, and in all of these cases re- 
suscitative measures were found to have been 
started within four minutes after the cardiac arrest 
was noted. Two patients who survived despite a delay 
of more than four minutes have a cerebral impair- 
ment that is probably permanent. 

To reduce the danger of death or disability from 
this cause, physicians and surgeons must be trained 
to act with promptness and precision, solutions and 
apparatus must be ready for immediate use, and 
visual and auditory aids must be used to determine 
the earliest sign of cardiac arrest. Signs of cardio- 
respiratory embarrassment, of which bradycardia 
was the most common, usvally gave warning when 
stoppage was imminent. 


function. Fifty-three could not be revived, and 44 
died after days, weeks, or months in varying degrees 
of a decerebrate state (see table). 


Survival Time and Degree of Cardiac and Cerebral Recovery 
Patients, No. 
Still living at this writing 35 
Complete cardiae and cerebral recovery 33 
Complete eardiae but partial cerebral recovery 2 
Survived for a time with complete cardiae recovery, vary- 
ing degrees of decerebracy 44 
Lived 19 to 36 wk. 


3 
Lived 3 to 33 days x 
In eoma, lived 1 to 48 hr. 33 
Could not be revived 
No eardiae or cerebral recovery 53 
Total 132 


Analysis of Time Intervals 


Analysis of time intervals showed that treatment 
was started within four minutes of the time of diag- 
nosis in 78 cases; there was over four minutes of delay 


and 
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in diagnosis or start of treatment in 30 cases, and in 
24 instances the time intervals could not be deter- 
mined or effective resuscitation was not attempted. 
In times of great stress, with a patient hovering be- 
tween life and death, it is understandable that the 


"UNDER FOUR “OVER FOUR INDETERMINATE 
100 MINUTES" MINUTES" GROUP 

GROUP ROUP 
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Fig. 1.—Effect of time in cardiac resuscitation. 


tension of the acute crisis obscures the passage of 
time. When no notes were made of the precise onset 
or when observers disagreed as to the time of start of 
treatment, reports were discarded. One fact, however, 
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“over-four-minute” group, 7% recovered; in the inde- 
terminate group, none recovered. The two who recov- 
ered in the over-four-minute group both showed 
permanent central nervous system damage; they repre- 
sent 1% of the total of 132. Correspondence with Vet- 
erans Administration facilities uncovered four more 
patients with permanent cerebral impairment second- 
ary to cardiac arrest.” 


Causes of Arrest 


The anesthetic records of the 45 patients who died 
in the four-minute group showed that in 36 there was 
evidence of cardiorespiratory embarrassment before 
complete arrest occurred, as indicated by fluctuations 
of blood pressure and respiratory rates, particularly 
hypotension and apnea, and by cyanosis, dark blood, 
variations in pulse rate, and arrhythmias. Particular 
mention should be made of the most common arrhyth- 
mia presaging cardiac arrest. It was a bradycardia 
(fig. 2) characterised by a slow bounding pulse with a 
rate of 20 to 40 beats per minute. Treatment instituted 
at this juncture is believed to have averted ventricular 
standstill or fibrillation in two cases. 

Comparison was made of the 33 patients who recov- 
ered and the 45 who died in the under-four-minute 
group in order to determine whether other factors 
besides time determined death or survival. Age and 
sex had no demonstrable effect. In two cases dark 
skins were considered to have interfered with the 
recognition of dusky cyanosis. Of the 38 different 
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Fig. 2.—Effect on dog heart of anoxia due to carbon dioxide inhalation. Note bradycardia followed by atrioventricular block and ventricular fibrilation. 
Sinus rhythm was restored after oxygenation, manual compression, and defibrillation. 


became strikingly obvious: in all 33 completely recov- 
ered patients, resuscitative measures were instituted 
within four minutes of the diagnosis of cardiac arrest. 

When the line of survival was drawn, the effect of 
time was clearly demonstrated (fig. 1). Of the “under- 
four-minute” group, 42% recovered completely; in the 


surgical procedures, major and minor, no single op- 
eration had a particular tendency to cause cardiac 
arrest, which occurred before, during, and after the 
surgical procedures. There were several cases, how- 
ever, in which surgical shock and hemorrhage proved 
to be prime etiological factors. 
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While overanesthetization was important in a ma- 
jority of cases, no single anesthetic agent or route of 


administration could be indicated as the predominant | 


cause. Twenty different anesthetics were used in 51 
different combinations of inhalant, spinal, intravenous, 
regional, locai, and topical anesthesia. Although from 
one to seven agents, including premedications, were 
employed in each case, there was no correlation be- 
tween death rate and multiplicity of agents. It was 
noted that barbiturates were used in 83 cases, in 55 
of which intravenously administered thiopental (Pen- 
thothal) sodium was the agent. There were three 
cases of arrest due to reactions to cocaine derivatives, 
applied topically in two cases and spinally in one. 

In 70% of the patients the heart was found to be in 
ventricular standstill. In 15% there was fluctuation 
between ventricular standstill and fibrillation. The 
latter occurred as an initial arrhythmia in only four 
instances. The heart was still beating slowly and 
feebly in seven patients. As the degree of impairment 
of contraction of the left ventricle increased, the re- 
covery rate decreased. Thus, while there was 100% 
recovery of the seven patients in whom the heart still 
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Fig. 3.—Rate of recovery with varying degrees of impairment of con- 
traction of left ventricle. 
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was beating feebly, the recovery rate was but 42% 
when arrest had progressed to ventricular standstill. 
When ventricular fibri!lation was present, the recovery 
rate dropped precipitously to 17% (fig. 3). 

In the 33 patients who recovered, reversible causes 
of arrest were overanesthesia, airway obstruction, and 
neurological reflex mechanisms. Obstruction of the 
airways complicated 29 of the 132 cases. When bron- 
chial secretions were the cause in 18, they were suc- 
cessfully cleared with complete recovery in 8 cases. 
When aspirated vomitus was the obstruction, however, 
in none of the 11 cases could it be sufficiently removed 
to permit recovery. 

Neurological reflex mechanisms were considered to 
have initiated arrest in 11 cases. They arose from 
stimulation of branches of the vagus nerve by surgical 
manipulation in the regions of the carotid sinus, sty- 
loid process, or stomach, by bronchial and esophageal 
irritation, or by manipulation of the heart and great 
vessels. Five patients recovered completely; in the six 
who did not, additional major complications were 
present. 
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The irreversible causes of cardiac arrest were un- 
clearable airway obstruction, 21 cases; pulmonary dis- 


~ ease, 16 cases; decreased blood volume due to ‘massive 


hemorrhage, 11 cases, and shock, 7 cases; and cardiac 
disease and damage, 22 cases. In four instances sud- 
den change in position was the only causative factor 
noted. There were 11 patients with intracranial pa- 
thology that could have decreased the resistance of 
the brain to hypoxia. The importance of complicating 
factors on the outcome of cardiac arrest is highlighted 
by the fact that, of the 45 fatally affected patients in 
whom resuscitation was initiated in four minutes, 17 
had one, 21 had two, and 7 had three major compli- 
cations. 

The cardiac concomitants consisted of seven unsus- 
pected infarctions; eight cases of frank failure, two of 
tamponade, two of air embolism, and one of endo- 
cardial fibrosis. None of these patients survived. 
There were seven patients in whom the ventricles 
were traumatized; of these, one survived. None of 
these traumatizations occurred during an operative 
procedure on the heart. Fortunately rare, damage to 
the ventricle as the result of cardiac compression is a 
risk that must be taken, since the patient will die un- 
less arrest is adequately corrected. While arrest may 
be expected to occur more frequently during cardiac _ 
surgery (fig. 4), this is balanced to some extent by the 
fact that thoracotomy will have been done well within 
the four-minute limit. 

The pulmonary complications included five cases of 
atelectasis of one or more lobes; three of marked em- 
physema; six of advanced tuberculosis; two each of 
hemothorax, pneumothorax, pleural effusion, and pul- 
monary infarction; three of pneumonia; and one of 
empyema. Of these, only one of the patients with em- 
physema survived. Of the eight patients with intra- 
cranial disease, two had cerebral hemorrhage, and 
there was one alcoholic patient with convulsions and 
cerebral concussion. There were two cases of cerebral 
emboli with infarction and one each of subdural hema- 
toma and herniation of the cerebellum into the fora- 
men magnum. A patient with delirium tremens was 
the only survivor of this group. 


Comment 


The precise length of time that the central nervous 
system of an intact animal can withstand interruption 
of the blood flow was determined by Weinberger, 
Gibbon, and Gibbon® to be three minutes and 10 
seconds. When they closed off the blood supply to the 
brain for increasing intervals past that critical period, 
they found six categories of increasing degrees of de- 
cerebracy and decreasing percentages of survival that 
closely parallel the six groups of patients in this series 
(table). Two important differences, however, between 
humans with cardiac arrest and these experimental 
animals are that the human’s oxygen transport system 
may be impaired, and the time intervals cannot be 
controlled. 
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In 36 of the 45 fatal cases in which cardiac com- 
pression was instituted promptly, there was evidence 
of preexisting cardiorespiratory embarrassment pro- 
ducing sufficient cerebral hypoxia before the onset of 
complete arrest that the four-minute limit was no 
longer a margin of safety. Increasing delay in diag- 
nosis of arrest and start of therapy results in increas- 
ing cerebral damage. In addition to our six survivors 
of arrest with permanent cerebral impairment, there 
are to our knowledge two more leading a vegetative 


REGULAR SINUS RHYTHM 
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ever, it has not been overemphasized. Even Lahey,° 
who had a trained surgical team for 20 years, found 
that the mental block produced by the sudden onset 
of cardiac arrest caused him to lose about 30 seconds 
out of every minute. 

It is important to utilize every means to pick up the 
earliest danger signal of cardiac arrest. Electrocardio- 
graphic, cardioscopic, and auditory aids (such as the 
Cardicator) should be used to monitor all patients un- 
dergoing operation, particularly those with ventricular 
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Fig. 4.—Electrocardiogram made during operation to correct interauricular septal defect. Finger on atrioventricular node repeatedly caused ventricular 


arrest, Cardiac compression restored normal sinus rhythm. 


existence in a hospital in another city.‘ There must be : 


many hundreds who can exist in institutions, only with 
constant custodial care. 

Since Crile and Dolley ° in 1906 concluded that suc- 
cess in resuscitation was inversely proportional to the 
lapse of time after the onset of arrest, the importance 
of the time factor has been emphasized. In view of 
the still high incidence of failure of resuscitation, how- 


premature beats, bundle-branch block, severely dam- 
aged myocardiums, respiratory impairment, and shock. 
There is no time to think when cardiac arrest strikes. 
To be effective within the four-minute limit, all operat- 
ing room personnel must have been indoctrinated and 
all equipment prepared beforehand so that immediate 
action can be taken with the speed of a reflex reaction 
and the precision of a fire drill. 
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The step-by-step procedure is described by Hosler ‘ 
in his manual on cardiac resuscitation. Since there is 
no time to determine dosages, to make up concentra- 
tions, the three main drugs used in cardiac resuscita- 
tion should already be prepared in 10 cc. amounts of 
sodium chloride solution; namely, epinephrine (Adren- 
alin) solution 1:1,000, 10% calcium chloride, and 1% 
procaine hydrochloride. All pieces of equipment 
should be in duplicate, particularly the electric shock 
machine for defibrillation. Two of the patients in this 
series died because the defibrillating apparatus was 
not adequate or broke down at a crucial moment and 
there was no replacement. 


Thoracotomy is necessary for efficient cardiac com- _ 


pression and is essential to diagnose the type of arrest, 
standstill, or fibrillation so that proper treatment can 
be started. While the electrocardiogram adequately 
demonstrates ventricular fibrillation, it cannot be re- 
lied upon to diagnose ventricular asystole, since good 
QRS complexes may still be obtained although the 
ventricles have been in complete standstill for over 
five minutes. 

Claude Beck,’ pioneer of the principles of cardiac 
resuscitation, emphasized that restoration of the oxy- 
gen transit line to the brain was the most important 
factor. It is here that the four-minute limit applies. 
When that has been accomplished, then time can be 
taken to restore the heartbeat and respiration. In one 
of our cases, a chest surgeon had time to dash several 
miles between hospitals to restore a patient whose 
heart had stopped but on whom cardiac compression 
had been started. 

While medicolegally only the surgeon may consider 
himself responsible, Bonica * describes instances where 
the anesthesiologists performed prompt thoracotomies. 
The internist performs an additional service to the 
patient he accompanies to the operating room if, 
should the emergency arise, he is prepared to properly 
and promptly resuscitate an arrested heart. So that 
many physicians may learn to manage cardiac arrest, 
Beck and Hosler established the first course in cardiac 
resuscitation. The Los Angeles Heart Association held 
a series of symposiums with the hospital staffs through- 
out its area and established a course in cardiac resusci- 
tation. To these efforts many of the surviving patients 
in this series may owe their lives. 


Summary 


One hundred fifty cases of cardiac arrest, 116 of 
them from one city, were collected over a two-year 
period. Of the 132 patients concerning whom there 
were sufficient data for analysis, 33 made complete re- 
coveries. Resuscitative measures were started within 
four minutes of the diagnosis in all of these. When 
there was over four minutes’ delay in the start of treat- 
ment, all but two of the patients died. The two who 
survived have cerebral impairment that appears to be 
permanent after several months. In 36 of 45 patients 
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who failed to respond even though resuscitative meas- 
ures were started within the four-minute limit, there 
was evidence of cardiorespiratory embarrassment be- 
fore the onset of complete arrest. Bradycardia was 
the most common sign of cardiac embarrassment. 
Prompt treatment at this stage is believed to have 
averted more advanced cardiac arrest in two cases. 
Since major complications, such as aspiration of vomit- 
us, uncontrolled hemorrhage, and cardiac and pul- 
monary disease and damage, resulted in fatalities even 
though resuscitation was started promptly, the four- 
minute limit cannot be considered a margin of safety. 
Visual and auditory aids to determine the earliest sign 
of cardiac arrest should be used to monitor all pa- 
tients undergoing operation. To lower the incidence 
and increase the percentage of recovery in cardiac 
arrest, more physicians must be trained to take im- 
mediate precision action within the four-minute limit 
for cardiac resuscitation. 
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Cerebrovascular Disease in the Aged.—Of the three causes of 
cerebrovascular accidents—hemorrhage, thrombosis or embolism 
—thrombosis is by far the most common in the aged, and is 
said to constitute over 90 per cent. Cerebral arteriosclerosis 
as the basis for infarction, small or large, solitary or repeated, 
lies at the root of many of the mental and neurologic disorders 
seen in the aged. It is refreshing to view the changed attitude 
toward strokes that prevails today. Rehabilitation techniques 
now known to everyone make contracture and deformity due 
to neglect a grave medical error. It is so easy to keep the 
paralyzed arm away from the body and the flexed leg straight- 
ened, right from the start. Efforts toward ambulation should 
be made as soon as possible after the acute phase is over and 
the lesion has become stabilized. The goal, always in respect 
to the total patient, is to achieve maximum function by devel- 
oping abilities and bypassing disabilities—-W. Hammond, M.D., 
Common Disorders of the Aged, Journal of the American 
Geriatrics Society, March, 1956. 
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SAPHENOUS VEIN STRIPPING FOR VARICOSE VEINS DURING PREGNANCY 


Rodger E. Weismann, M.D. 


and 
Edward W. Jenkins, M.D., Hanover, N.H. 


Despite the high incidence of incapacitating symp- 
toms and unfortunate sequelae of severe varicose 
veins in pregnancy, surgical treatment for this condi- 
tion remains controversial. Those who advocate sur- 
gical treatment are not in agreement as to method.' 
We believe that patients with severe lower extremity 
and vulvar varicosities should be offered the relief 
obtainable by venous ligation and total stripping.’ 
This treatment is especially warranted in those patients 
with accompanying stasis dermatitis, ulceration, 
edema, indurated cellulitis, and acute superficial 
thrombophlebitis and those with a history of diffi- 
culty during a preceding pregnancy with bleeding 
vulvar varices or postpartum thrombophlebitis. 

The major factor in the etiology of varicosities is 
generally agreed to be an inherent defect in the veins 
and supporting tissues. Anatomic variations in the 
number of valves and their position are also thought 
significant.” In pregnancy, an increase in adipose tis- 
sue, blood volume, and obstruction of the lower ex- 
tremity venous return by the enlarging uterus influ- 
ence varix formation.‘ Hormone fluctuation’ and 
vitamin deficiency ° are uncertain factors. Concerning 
severe varices, we agree with Rutherford,"* who states, 
“Any improvement in varicose veins after pregnancy 
is only temporary, for permanent damage has been 
done, and with each succeeding pregnancy or simplv 
with the aging process, varices become more and more 
pronounced.” 

The incidence of varicosities in pregnancy is report- 
ed from 11 to 50%,’ but only a small number of these 
__will require more than conservative treatment. In gravid 
females with mild varicose veins, management chiefly 
consists of elastic bandage wrapping and daily periods 
of elevation. If properly treated, these varices should 
not affect pregnancy, labor, or the postpartum course. 
In the series of 23 patients reported on herein, all 
were normal, healthy pregnant young women except 
that they had advanced varicose veins of the lower 
extremities and vulva (fig. 1 and 2). 

The average age of these patients was 32 years, with a 
range of 22 to 42 years. The average duration of their 
pregnancy at the time of operation was five and a half 
months, with a range of four to seven months. The av- 
erage weight was 142 lb. (64.4 kg.), with a range of 
122 to 187 lb. (55.3 to 84.8 kg.). Obesity was uncom- 
mon, These women gave a history of varices averag- 
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e Varicose veins that developed in 23 healthy, preg- 
nant women between the ages of 22 and 42 years 
were treated surgically by a technique consisting of 
high ligation and complete stripping of the superficial 
system involved. The greater saphenous system was 
involved in all 23 cases; in addition, vulval varices 
were present in 8. Spinal anesthesia was used. Be- 
cause the need for careful dissection and meticulous 
wound closure makes the operation time-consuming, 
two surgical teams worked simultaneously in those 
cases in. which the procedure was bilateral. The pre- 
operative marking of the skin, numerous details dur- 
ing operation, and postoperative care including early 
ambulation, all require close attention. 

Because the operation relieved very troublesome 
symptoms, especially in cases of huge vulvar varices, 
all but one of the patients stated they were very glad 
they had the operation performed. It was found, how- 
ever, that the removal of the major superficial venous 
systems did not prevent recurrence of varicosities 
during later pregnancies. The operation is therefore 
not advised except in women who do not contem- 
plate having more children or who have vulvar va- 
rices so large as to indicate cesarean section. 


ing a little over 6 vears’ duration, with a range of three 
months to 15 vears. Moderate normocytic anemia in 
pregnancy is usually regarded as physiological. This 
was reflected in this series by a low hemoglobin level 
average of 11.2 gm. per 100 cc. and a range of 9.9 to 
13.4 gm. No attempt was made to alter this. All the 
women but two had been pregnant previously. There 
was an average of four pregnancies per patient. The 
average number of full-term deliveries prior to the 
present pregnancy was 2.7. 


Surgical Treatment 


Initially each of the patients was examined at the 
Hitchcock Clinic, where a careful evaluation was made 
and a date for surgery established. Because 86% of 
abortions are stated to take place prior to the 12th 
week of pregnancy,* and because of the possibility of 
initiating labor late in pregnancy, the second trimester 
is the optimum time for elective surgery. Other reasons 
for choosing the second trimester are increased bleed- 
ing from engorged venules in the third trimester,’* a 
direct relationship between early operation and longer 
duration of relief, and the likelihood of greater fluctu- 
ations in blood pressure during spinal anesthesia later 
in pregnancy. It has been stated that 77% of the varices 


# 
| 


1460 VARICOSE VEINS—WEISMANN AND JENKINS 


develop in the first two trimesters, and it has been 
found that surgery is rarely necessary after the seventh 
month."* | 

The patient's veins are marked on the evening prior 
to surgery. Although others have devised dyes of vari- 
ous formulas, we have found the most satisfactory 


Fig. 1.—Thirty-three-year-old pregnant woman with symptoms of severe 


varicose veins and impending stasis ulcer on the 
(Infrared photos ). 


left lower extremity. 
method is scratching the skin with a fine, sharp needle 
under aseptic conditions. This is relatively painless 
and tolerated without complaint. Preoperative medica- 
tion is ordered in similar or somewhat smaller doses 
as for the same patient in the nonpregnant state. Spinal 
anesthesia is chosen for its comparative safety for the 
fetus. Ligation and stripping are the surgical treat- 
ments indicated. The results in our hands as well as 
the reports in the literature ‘’ show that it is the best 
method known thus far. The argument that a more 
temporary surgical procedure is done because of less 
risk is not valid. There is no evidence that morbidity 
is increased by this more definitive method.‘ 

The technique at operation consists of high ligation 
and complete stripping of the superficial system in- 
volved: greater and/or lesser saphenous, unilaterally 
or bilaterally. Care is taken to ligate the greater saphe- 
nous vein flush with the common femoral vein to 
avoid thrombus formation in a long saphenous stump. 
The area about the saphenofemoral junction is ex- 
amined closely for an accessory saphenous vein, which 
is said to occur in 2 to 3% of the population. Non- 
absorbable suture material is recommended to insure 
permanent closure of all tributaries in this region. 
Incompetent perforators and large tributaries are li- 
gated, avulsed, resected, or stripped as indicated. 
Large varices that appear to drain into vessels above 
the saphenofemoral junction; i.e., the pelvic and 
abdominal veins, are often found along the medial 
and lateral thigh. These were notable in patients with 
a history of previous treatment. They are easily han- 
dled by ligation in the thigh and by stripping, but the 
increased pressure in these systems in subsequent 
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pregnancies may be a factor in recurrent varicosities, 
especially when the greater and lesser saphenous 
trunks have been removed. 

To shorten operating time, two teams working simul- 
taneously are desirable if the procedure is bilateral. De- 
spite other reports,"* it has been our experience that 
there is less technical difficulty in handling varicose 
veins of comparative recent origin in these healthy 
young women than in the usual advanced varices in 
other patients. Pressure dressings, applied at operation, 
are removed the following day, when small patch 
dressings and elastic bandages are applied to the 
knees. Ambulation is begun either late on the day of 
operation or on the first postoperative day. This is 
imperative to prevent thromboembolism. 

The greater saphenous system was found to be in- 
volved in all 23 cases. There was bilateral greater 
saphenous incompetency in 17 patients and unilateral 
in 6. In 13 cases there was involvement of the lesser 
saphenous system; in 6 of these the disease was bi- 


Fig. 2.—Vulval varices in a pregnant woman with accompanying lower 
extremity varices. Patient referred because of contemplated cesarean 
section 


lateral and in 7 unilateral. Vulval varices were present 
in eight instances. Four patients in this series had had 
no previous treatment, but five others had been treated 
with elastic bandages only. The remaining 14 were 
treated with various methods and combinations, in- 
cluding injection, ligation, resection, and radiation. 
Two had had combined ligation and stripping. One of 
these patients was operated on while pregnant, and 
the other was in the nonpregnant state. Both were 
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found to have major varicosed trunks, Six of the 
women had been treated for phlebitis in the post- 
partum course. 

We were somewhat surprised to find the average 
duration of operation to be two hours and five min- 
utes, Turning the patient and redraping for treatment 
of the lesser saphenous veins takes up some of this 
time. Meticulous wound closure is another factor. 
In one of the longer cases, a subcuticular closure was 
done in each of the many skin incisions in an un- 
successful attempt to improve the early cosmetic 
appearance, Operating time ranged from 55 minutes 
to three hours and five minutes. Spinal anesthesia was 
used in all but two cases. Locally given procaine 
(Novocain) hydrochloride was used once and continu- 
ous caudal anesthesia supplemented by local infiltra- 
tion was used in the other case. 

Operation consisted of bilateral stripping and liga- 
tion in 14 cases. Both the greater and lesser saphenous 
systems were ligated and stripped in three of these 
patients. Vulvar varices were ligated and segmentally 
resected in eight. It was evident these patients had 
less postoperative discomfort and temperature eleva- 
tion, were mobilized postoperatively more easily, and 
could be discharged earlier than nonpregnant persons. 
There were no complications during operation and 
only two postoperative complications. One was a case 
of cystitis believed secondary to catheterization, and 
the other was diagnosed as spinal headache. The com- 
plaint was only of short duration in each instance and 
did not lead to significant increased hospitalization. 
The average hospital stay was 2.7 days. The range was 
one to seven days. The three patients who stayed a 
full week postoperatively did so for their own con- 
venience rather than for their illness. 

The postoperative temperature elevation was neg- 


_.jligible. There were only four episodes of a rise above 


99.4 F (37.6 C) orally. The highest temperature found 
postoperatively in the four-times-a-day recordings was 
100 F (37.7 C), and this was transient. The only 
significant alteration during operation was in blood 
pressure. After administration of anesthesia, a few 
patients had a rise in blood pressure, but most com- 
monly it fell. The greatest fall in systolic pressure 
was 40 mm. Hg. and the greatest fall in diastolic 
pressure was 30 mm. Hg. None of these depressions 
in blood pressure were prolonged or to dangerous 
levels. These changes during operation were felt to 
be consistent with fluctuations encountered in admin- 
istration of spinal anesthesia to pregnant women in 
general. The known increase in basal metabolic rate 
during pregnancy may be an indication to increase 
sedation. This would help to prevent blood pressure 
fall by diminishing the transient preanesthetic hyper- 
tension found in many of our patients. 
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Results 


The first of the 23 patients in this series was oper- 
ated upon in 1948. We have been able to contact 18, 
or 78%. All of these women had normal full-term 
spontaneous deliveries except one, who had a cesarean 
section because of uterine inertia. None had _post- 
partum complications, including those who had had a 
previous postpartum phlebitis. Two patients referred 
to us because of huge vulvar varices and for whom 
cesarean sections had been contemplated went on to 
normal delivery. One patient did have vulval bleed- 
ing, however, and subsequently had a cesarean section 
in a later pregnancy. We did not see her during that 
pregnancy. Practically all of these patients expressed 
their gratitude for the relief they experienced during 
the remainder of their pregnancy. Only one felt her 
benefit was equivocal. All stated they were very glad 
they had the surgery performed and without prompt- 
ing stated they would highly recommend the opera- 
tion, except for one who replied she did not know. 

Eight patients required no further treatment. Six 
required injection of minor residual varices, and four 
were considered candidates for further surgery. Three 
of these latter patients had become pregnant again 
and had recurrence of their varices during pregnancy. 
The fourth was the first patient operated on, and it 
was felt the surgery was not as complete as it was 
for later cases after the postoperative course had been 
found to be so benign. It was interesting to note that 
those patients who did have recurrence of varices 
with a subsequent delivery were impressed with the 
belief that neither the objective nor subjective symp- 
toms were as severe as prior to stripping and ligation. 


Conclusions 


We feel that pregnancy itself is not a contraindica- 
tion to radical stripping for varicose veins. The candi- 
date for the operation is the person who has severe 
varicose veins of the lower extremities or severe vulvar 
varices, either of which would jeopardize labor or the 
postpartum course. In our experience, subsequent 
pregnancy is accompanied by recurrent varices in these 
individuals, despite the removal of the major venous 
systems. Except for the more severe complications, 
or when large vulvar varices indicate cesarean section, 
the operation should be reserved for those women 
who do not contemplate having more children. 

2 Maynard St. (Dr. Weismann). 
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SKIN GRAFTS FOR CHRONIC WOUNDS OF THE LOWER EXTREMITY 
Joseph E. Murray, M.D. 


and 
Bradford Cannon, M.D., Boston 


Although skin grafts have been used for the resur- 
facing of open wounds for over 75 years, better under- 
standing of their function and improved preoperative 
and postoperative care of wounds have extended their 
use in recent years. After the early descriptions of the 
various sizes and thicknesses of grafts by Reverdin 
(1869), Lawson (1870), Ollier (1872), and Thiersch 
(1874), skin grafting changed but little during the next 
50 years. 

After World War I, when modern plastic surgery 
received its start, there was wider appreciation of the 
uses of skin grafts. The dermis was recognized as the 
most important part of the graft in producing a tough, 
pliable surface. The healing of donor sites from the 
deep epithelial structures, the hair follicles, sebaceous 
glands, and sweat glands was demonstrated, and grafts 
of larger size and greater thickness were cut success- 
fully without permanent damage to the donor site. 
Recently, mechanical instruments for cutting large 
sheets of skin have been devised. 

During World War II, with the increased need of 
skin grafting for burn and high-velocity-missile in- 
juries, plastic surgeons and general surgeons carried 
out “as routine procedures what would have been con- 
sidered fantastic in the last war.” As progress has con- 
tinued, “plastic surgery is no longer synonymous with 
skin grafting; the plastic surgeon has put skin grafting 
where it belongs, as a technique of surgery applicable 
to all fields of surgery, just as is suturing or hemos- 
tasis.” 

It is the purpose of this paper to call attention to 
some basic principles of skin grafting as they apply 
to chronically open areas of the lower extremity and 
to demonstrate further refinements in their use. These 
problems may be encountered by the general practi- 
tioner as well as by the orthopedic surgeon, the vas- 
cular surgeon, or the plastic surgeon. 
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e The usefulness of skin grafting in ending the pain 
and disability of long-standing ulcerations in the 
lower extremity is illustrated by four case histories. 
In one, the chronic open ulceration behind the knee 
was secondary to a burn sustained 20 years before; 
in another, ulceration on the dorsum of a foot had 
persisted for eight years after a laceration. In a third, 
a split-thickness skin graft failed before, but suc- 
ceeded after, excision of an infected, fibrotic, cal- 
careous mass of tissue that underlay a persistent, 
painful ulceration over one ankle. In the fourth, skin 
grafting succeeded without excision after clearing 
up an infection that had led to skin necrosis. 

The thin epithelium that ordinarily covers rigid scar 
tissue is vulnerable to relatively minor trauma. The re- 
silient layer of normal skin is the dermal pad, and 
this, if grafted, may give longer and better function 
than does the epithelium alone. But successful graft- 
ing depends on careful attention to details. 


A few definitions applicable to skin transplantation 
will be helpful. A free skin graft is completely de- 


tached from its donor site and consequently from its “~~ 


blood supply. It may be a partial, or split-thickness, 
graft, or a full-thickness graft. Even the thinnest graft 
has a layer of dermis, contrary to a common miscon- 
ception that a split-thickness graft separates the epi- 
dermis from the dermis. The epidermis has no sta- 
bility of its own and if unsupported by dermis will 
disintegrate. The full-thickness graft has restricted 
usefulness and can be disregarded in conditions of the 
lower extremity. The other method of transplanting 
skin is by a pedicle flap, which consists of skin 
and subcutaneous tissue. It can not be separated from 
a blood supply. The indications for its uses are be- 
yond the scope of this discussion. 


Types of Ulceration of the Lower Extremity 


The common ulcer of the lower extremity is related 
to disease of the venous system. Postphlebitic or vari- 
cose ulcers occur in the central portion of brawny, in- 
durated, pigmented areas of skin and usually have a 
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long history of intermittent healing and ulceration. 
Ulcerations following a burn or an avulsion injury may 
heal spontaneously in a few days or may persist or 
recur for years. Ulceration due to primary infection 
is uncommon except when associated with arterioscle- 
rosis, diabetes, chronic osteomyelitis, or neuropathic 
states. Pressure ulcers may occur under casts or in 
extremities deprived of their sensory nerve supply. 
Whatever may be the cause, an open surface healed 
by scar tissue and thin epithelium may reulcerate after 
minor trauma or may recur spontaneously as circula- 
tion is impaired in later life. Repeated healing and 
ulceration can lead to neoplastic change. In a recent 
study of 93 such neoplasms arising in burn scar, the 
average latent period from the time of the burn to the 
appearance of cancer was 32 years.” 


Aim of Treatment 


The aim of treatment is to obtain a closed wound 
or to excise and replace the heavily scarred tissue with 
pliable functional skin. Therapy thus interrupts the 
vicious circle of ulceration, infection, edema, fibrosis, 
and ischemia, all of which tend to the re-formation 
of ulceration. Early wound closure by grafting may 
be permanent because edema and fibrosis are mini- 
mized. Persistent ulceration for a considerable time 
will be associated with increasing edema and fibrosis, 
which cause dissolution of a temporarily successful 
graft as the patient resumes normal activity. In such 
cases total excision of the ulcer and adjacent scar even 
as deeply as the relatively avascular paratenon and 
periosteum is desirable prior to grafting. 


Preoperative Preparation 


Preoperative preparation of chronic ulcers of the leg 
is systemic and local. The systemic factors include at- 
tention to the general health and nutritional state of 
the patient and the appropriate treatment of circula- 
»*tory derangements by ligation of diseased vessels, sym- 
pathectomy, or arterial grafting. Invasive infection or 
spreading cellulitis requires the selective systemic use 
of the appropriate antibiotic. 

The keystone of local wound care is mechanical 
cleanliness. “Chemicals may come and chemicals may 
go, only to have one replaced by another. However in 
care for patients the approach of cleanliness, of doing 
no further harm, of gentleness, and of a willingness to 
use all the elbow grease necessary will be as impor- 
tant a thousand years from now as it is today.”’ Al- 
though sterilization of an open wound is impossible, 
local cleanliness decreases the amount of epithelial 
debris, creates the optimal environment for the growth 
of healthy granulation tissue, and minimizes bacterial 
contamination. Bidaily or daily dressing with deé- 
bridement of necrotic tissue is the most effective way 
to clean and prepare the wound for grafting. By a 
daily soap and water tub bath large areas may be pre- 
pared for grafting effectively, easily, and comfortably. 
There is little evidence that the enzymatic débriding 
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agents are more effective than mechanical débride- 
ment. A nonadherent dressing for the raw surface is 
desirable; plain fine-mesh gauze has proved satisfac- 
tory. Other types of dressing recommended for cover- 
ing the raw surface offer little more. 

The decision regarding the débriding of exposed 
bone or tendon is difficult because of uncertain lines 
of demarcation. Exposed bone or tendon will ulti- 
mately sequestrate or slough if dead, or develop gran- 
ulations on the surface if viable. The surface well 
prepared for grafting has cherry red, nonedematous 
granulations, with only a small amount of exudate on 
the dressing. Inspection of the wound is the best 
means of judging the optimal time for grafting. Ye 
has described a helpful test for determining the condi- 
tion of the wound by using the pH of the wound as 
an indicator. He has correlated the survival of the 
graft with the pH of the granulating surface and re- 
ports complete success with a pH of 7.4 or above and 
decreasing success as the pH falls. * 

Topically applied antibiotics have limited value in 
care of wounds, Surface organisms are usually of low 
virulence and have low resistance to most of the drugs. 
Superior results reported after use of topically applied 
agents are often attributable to improved wound 
care given by the interested physician. Heavy scar 
tissue minimizes contact with the phagocytes of the 
circulating blood. Possibly the enzymes in the granu- 
lation tissue further inactivate the drug. Soap and 
water in conjunction with mechanical cleanliness 
and occasionally a weak Dakin’s solution (one-half 
strength) has proved most effective. 


Obtaining the Skin Graft 


There are several methods for obtaining sheets of 
skin of desired thickness. Although the mechanical 
dermatomes aid in securing large skin grafts, their use 
neither guarantees success nor supplants the need for 
careful preoperative and postoperative care of the 
wound. Skill in the use of a thin-bladed knife of the 
Ferris Smith type can be acquired. The method is 
universally available, rapid, and applicable for large 
or small areas. Donor. sites properly cared for reepi- 
thelialize in 10 to 12 days. 


Technical Aspects of the Skin Graft 


Skin grafts will survive if the recipient site has suf- 
ficient blood supply to nourish the graft, if bacterial 
growth is controlled, if blood or serum collection un- 
der the graft is prevented, and if complete immobili- 
zation between the undersurface of the graft and the 
recipient site is maintained until vascularization of the 
graft is established. Immobilization is best maintained 
by a pressure dressing and splinting. Healthy granu- 
lations adjacent to exposed nonviable bone or tendon 
should be grafted in order to reduce the size of the 
open wound. The type of suture material is of little 
importance; often no sutures are necessary, either be- 
cause of very accurate binding with the dressing or 
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because of spontaneous adherence of the graft to the 
granulating surface—a commonly observed phenome- 
non. Partial success in grafting should not satisfy the 


Fig. 1.—Epidermoid carcinoma that developed in a burn scar of 20 
years’ duration. 
surgeon. Any degree of failure ought to be critically 
analyzed. 
Postoperative Care 


Osmotic interchange of metabolites probably ac- 
counts for the early nutrition of the graft until blood 
vessel communication between the recipient site and 
the graft is established at about 72 hours. During the 
first 72 to 96 hours motion between the graft and the 
recipient bed may disrupt growing vessels and thus 


ulcer five days later after daily mechanical cleansing. 


destroy the graft. Therefore, most dressings should 
remain undisturbed for four to five days unless a 
hematoma is suspected or evidence of infection de- 
mands an earlier change. Inspection of the wound on 
the fifth or sixth postoperative day is usually early 
enough. At that time any overlapping, nonviable graft 
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should be trimmed away, all sutures removed, and 
any exudate gently wiped away. Any accumulations 
of serum or blood under the graft should be evacuat- 


Fig. 3.—A, chronic ulcer of eight years’ duration following laceration. 
B, extent of surgical excision prior to skin grafting. C, healed skin graft 
six months later. 


ed. The timing of subsequent dressings will depend 
on the condition of the wound. If carefully done, the 
changes of dressings cannot be too frequent until solid 
healing has been established, usually by the 14th day. 
The patient may then wash the area gently with soap 
and water, in a bathtub if desirable, and apply a firm, 
dry dressing. In general, ambulation can be started 
with graded activity at the third week. The fourth 
week can be spent increasing this activity until, at the 
end of one month, unlimited mobility 1s permitted. 
Compressive supportive dressings for at least six 
months and in some cases throughout the rest of the 
patient’s life may be desirable. 


Report of Cases 


Casg 1.—A 32-year-old male had a chronic ulcer secondary 
to a burn of the leg, which occurred 20 years previously. The 
persistent open ulceration behind the knee developed into an 


Fig. 4.—A, chronic traumatic ulcer with fibrotic and calcareous bed. 
B and C, x-rays showing subcutaneous calcium in region of ulcer. D, 
healed skin graft after excision of fibrotic, calcareous tissues. 


epidermoid carcinoma (fig. 1). Treatment at this time requires 
wide excision and application of a split-thickness skin graft, 
followed by a regional node dissection. 


Case 2.—A 35-year-old male had an acute infecticn of the 
lower leg that led to skin necrosis (fig. 2A). The granulations 
were edematous and covered with copious amounts of exudate. 
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After five days of daily mechanical cleansing, the granulations 
became cherry red with much less exudate (fig. 2B). Skin 
grafting without excision was successfully carried out. 


Case 3.—A 25-year-old male, who eight years ago lacerated 
the dorsum of his right foot while diving, has had since then 
persistent drainage with four episodes of acute infection re- 
quiring hospitalization. Physical examination (fig. 3A) revealed 
a heavy scar measuring 5 by 3 cm., with drainage in the center. 
The treatment consisted of total excision of the scarred area 
down to the peritendinous tissues (fig. 3B) and application of 
a thick split-thickness graft (fig. 3C). The foot is now free 
from drainage for the first time in eight years, and the patient 
has resumed full athletic activities. Total hospitalization was 12 
days. 


Case 4.—A 59-year-old painter who fell while working in- 
jured the lateral aspect of his left ankle. The resulting painful 
ulceration failed to respond to bed rest and the application of 
antibiotic dressings (fig. 4A). There was x-ray evidence of 
marked subcutaneous calcification throughout the entire area 
(fig. 4B and C). Application of a split-thickness skin graft 
elsewhere was unsuccessful because of failure to excise the in- 
fected fibrotic, calcareous tissues. After appropriate daily wound 
care, a total excision of the ulcer with the fibrotic, calcareous 
bed was performed to the level of the periosteum and _para- 


tenon. A split-thickness skin graft was applied, producing a 


functional skin covering (fig. 4D). The patient is now free 
of pain and has been working at his original job for two years. 
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Summary and Conclusions 


In dealing with any wounds of the lower extremity 
the primary purpose should be to secure a closed 
wound in the shortest time possible by the simplest 


possible method. Closure of the wound will reduce 


the tissue edema and its associated fibrosis and will 
improve the stability of the skin covering. In chronic 
ulcerations with both surrounding and underlying 
fibrosis and tissue ischemia, total excision of the in- 
volved area and repair with a healthy functional skin 
graft should be carried out. The question should not 
be whether the wound will heal without a graft but 
rather whether the use of a graft will give longer and 
better function. One must always remember that the 
resilient layer of the skin is the dermal pad and that 
a thin epithelial layer covering rigid scar tissue may 
be broken by relatively minor trauma. Only by care- 


ful attention to the details of wound care can success 


in skin grafting be expected. 
319 Longwood Ave. (15), (Dr. Murray). 
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CLINICAL EVALUATION OF SALINE SOLUTION THERAPY IN BURN SHOCK 


Kehl Markley, M.D., Manuel Bocanegra, M.D., Augusto Bazan, M.D., Roberto Temple, M.D. 
Miguel Chiappori, M.D., Guillermo Morales, M.D. 


and 


Alberto Carrion, M.D., Lima, Peru 


This report presents the data obtained from the burn 
shock study in progress in Lima, Peru, during the past 
three and one-half years. The study was initiated as an 
extension of the work in experimental traumatic shock 
by Drs. Rosenthal, Tabor, and Millican,' who, along 
with investigators in other laboratories, demonstrated 
the magnitude of the fluid and electrolyte disturbances 
in shock, the fate of administered therapy, and the 
effectiveness of saline solutions, particularly orally, 
upon the mortality from shock in experimental ani- 
mals. Since a high mortality, especially in children, 
presented a grave problem in the treatment of burns 
in Peru, there was a great need for a comparatively 
simple and inexpensive method to prevent death dur- 
ing the shock period. 

The project has had as its principal objective the 
evaluation of the efficacy of saline solution given in 
large quantities, chiefly orally, as an emergency treat- 
ment for burn shock. Such information might be useful 
in the treatment of burns in mass catastrophes or in 
areas throughout the world where adequate medical 
care cannot be obtained or where plasma, blood, 
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(Dr. Markley). 


* A comparison was made between two groups of 
severely burned patients, one group being treated 
with large volumes of saline solutions mainly by 
mouth, the other group being treated with colloids, 
dextrose, and water with little sodium by vein. The 
treatment was intended especially to relieve the 
mortality due to shock during the first 48 hours, after 
which time there .was no further difference in the 
treatment of the two groups. All accessory therapy 
was identical in the two groups, and since they were 
made up by strict alternation when admitted they 
were comparable as to age, sex, severity of burn, 
and other significant factors. 

Among 110 children so studied, no significant dif- 
ference was found between the two groups as to 
48-hour mortality or ultimate total mortality. The 
same was true for 83 adults. The patients receiving 
the saline solution retained the fluid better, as indi- 
cated by records of body weight, and vomited less 
than those who received the colloid treatment. 
Both groups fared much better than did 133 pa- 
tients treated by other methods during the three 
years that preceded this study. 
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because of spontaneous adherence of the graft to the 
granulating surface—a commonly observed phenome- 
non. Partial success in grafting should not satisfy the 


Fig. 1.—Epidermoid carcinoma that developed in a burn scar of 20 
years’ duration. 
surgeon. Any degree of failure ought to be critically 
analyzed. 

Postoperative Care 

Osmotic interchange of metabolites probably ac- 
counts for the early nutrition of the graft until blood 
vessel communication between the recipient site and 
the graft is established at about 72 hours. During the 
first 72 to 96 hours motion between the graft and the 
recipient bed may disrupt growing vessels and thus 


Fig. 2.—A, appearance of infected ulcer on day of admission. B, same 
ulcer five days later after daily mechanical cleansing. 


destroy the graft. Therefore, most dressings should 
remain undisturbed for four to five days unless a 
hematoma is suspected or evidence of infection de- 
mands an earlier change. Inspection of the wound on 
the fifth or sixth postoperative day is usually early 
enough. At that time any overlapping, nonviable graft 
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should be trimmed away, all sutures removed, and 
any exudate gently wiped away. Any accumulations 
of serum or blood under the graft should be evacuat- 


Fig. 3.—A, chronic ulcer of eight years’ duration following laceration. 
B, extent of surgical excision prior to skin grafting. C, healed skin graft 
six months later. 


ed. The timing of subsequent dressings will depend 
on the condition of the wound. If carefully done, the 
changes of dressings cannot be too frequent until solid 
healing has been established, usually by the 14th day. 
The patient may then wash the area gently with soap 
and water, in a bathtub if desirable, and apply a firm, 
dry dressing. In general, ambulation can be started 
with graded activity at the third week. The fourth 
week can be spent increasing this activity until, at the 
end of one month, unlimited mobility :s permitted. 
Compressive supportive dressings for at least six 
months and in some cases throughout the rest of the 
patient's life may be desirable. 


Report of Cases 


Casr 1.—A 32-year-old male had a chronic ulcer secondary 
to a burn of the leg, which occurred 20 years previously. The 
persistent open ulceration behind the knee developed into an 


Fig. 4.—A, chronic traumatic ulcer with fibrotic and calcareous bed. 
B and C, x-rays showing subcutaneous calcium in region of ulcer. D, 
healed skin graft after excision of fibrotic, calcareous tissues. 


epidermoid carcinoma (fig. 1). Treatment at this time requires 
wide excision and application of a split-thickness skin graft, 
followed by a regional node dissection. 


Case 2.—A 35-year-old male had an acute infection of the 
lower leg that led to skin necrosis (fig. 2A). The granulations 
were edematous and covered with copious amounts of exudate. 


3 
Pa 
ag 
V 
3 
4 
b 4 
d : = 
| 


Vol. 161, No. 15 


After five days of daily mechanical cleansing, the granulations 
became cherry red with much less exudate (fig. 2B). Skin 
grafting without excision was successfully carried out. 


Case 3.—A 25-year-old male, who eight years ago lacerated 
the dorsum of his right foot while diving, has had since then 
persistent drainage with four episodes of acute infection re- 
quiring hospitalization. Physical examination (fig. 3A) revealed 
a heavy scar measuring 5 by 3 cm., with drainage in the center. 
The treatment consisted of total excision of the scarred area 
down to the peritendinous tissues (fig. 3B) and application of 
a thick split-thickness graft (fig. 3C). The foot is now free 
from drainage for the first time in eight years, and the patient 
has resumed full athletic activities. Total hospitalization was 12 
days. 


Case 4.—A 59-vear-old painter who fell while working in- 
jured the lateral aspect of his left ankle. The resulting painful 
ulceration failed to respond to bed rest and the application of 
antibiotic dressings (fig. 4A). There was x-ray evidence of 
marked subcutaneous calcification throughout the entire area 
(fig. 4B and C). Application of a split-thickness skin graft 
elsewhere was unsuccessful because of failure to excise the in- 
fected fibrotic, calcareous tissues. After appropriate daily wound 
care, a total excision of the ulcer with the fibrotic, calcareous 
bed was performed to the level of the periosteum and para- 
tenon. A split-thickness skin graft was applied, producing a 
functional skin covering (fig. 4D). The patient is now free 
of pain and has been working at. his original job for two years. 
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Summary and Conclusions 


In dealing with any wounds of the lower extremity 
the primary purpose should be to secure a closed 
wound in the shortest time possible by the simplest 
possible method. Closure of the wound will reduce 
the tissue edema and its associated fibrosis and will 
improve the stability of the skin covering. In chronic 
ulcerations with both surrounding and underlying 
fibrosis and tissue ischemia, total excision of the in- 
volved area and repair with a healthy functional skin 
graft should be carried out. The question should not 
be whether the wound will heal without a graft but 
rather whether the use of a graft will give longer and 
better function. One must always remember that the 
resilient layer of the skin is the dermal pad and that 
a thin epithelial layer covering rigid scar tissue may 
be broken by relatively minor trauma. Only by care- 
ful attention to the details of wound care can success 
in skin grafting be expected. 

319 Longwood Ave. (15), (Dr. Murray). 
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CLINICAL EVALUATION OF SALINE SOLUTION THERAPY IN BURN SHOCK 


Kehl Markley, M.D., Manuel Bocanegra, M.D., Augusto Bazan, M.D., Roberto Temple, M.D. 
Miguel Chiappori, M.D., Guillermo Morales, M.D. 


and 
Alberto Carrion, M.D., Lima, Peru 


_ This report presents the data obtained from the burn 

shock study in progress in Lima, Peru, during the past 
three and one-half years. The study was initiated as an 
extension of the work in experimental traumatic shock 
by Drs. Rosenthal, Tabor, and Millican,' who, along 
with investigators in other laboratories, demonstrated 
the magnitude of the fluid and electrolyte disturbances 
in shock, the fate of administered therapy, and the 
effectiveness of saline solutions, particularly orally, 
upon the mortality from shock in experimental ani- 
mals. Since a high mortality, especially in children, 
presented a grave problem in the treatment of burns 
in Peru, there was a great need for a comparatively 
simple and inexpensive method to prevent death dur- 
ing the shock period. 

The project has had as its principal objective the 
evaluation of the efficacy of saline solution given in 
large quantities, chiefly orally, as an emergency treat- 
ment for burn shock. Such information might be useful 
in the treatment of burns in mass catastrophes or in 
areas throughout the world where adequate medical 
care cannot be obtained or where plasma, blood, 


From the National Institute of Arthritis and Metabolic Diseases, Na- 
tional Institutes of Health, U. S. Public Health Service, Bethesda, Md. 
(Dr. Markley). 


* A comparison was made between two groups of 
severely burned patients, one group being treated 
with large volumes of saline solutions mainly by 
mouth, the other group being treated with colloids, 
dextrose, and water with little sodium by vein. The 
treatment was intended especially to relieve the 
mortality due to shock during the first 48 hours, after 
which time there .was no further difference in the 
treatment of the two groups. All accessory therapy 
was identical in the two groups, and since they were 
made up by strict alternation when admitted they 
were comparable as to age, sex, severity of burn, 
and other significant factors. 

Among 110 children so studied, no significant dif- 
ference was found between the two groups as to 
48-hour mortality or ultimate total mortality. The 
same was true for 83 adults. The patients receiving 
the saline solution retained the fluid better, as indi- 
cated by records of body weight, and vomited less 
than those who received the colloid treatment. 
Both groups fared much better than did 133 pa- 
tients treated by other methods during the three 
years that preceded this study. 
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colloids, or other intravenous therapy may not be 
available. Other objectives were to determine whether 
saline solution in large quantities produced toxic 
effects and to study changes in hemodynamics and 
water and electrolyte balance during therapy. 

Emphasis was placed on maintaining adequate con- 
trols, for until the time of the Peru project there had 
been no report in the literature of any large-scale, well- 
controlled clinical evaluation of one type of therapy 
compared with another under identical conditions on 
an alternate case basis. An alternate case basis of 
therapy was mandatory, in that such an arrangement 
was the only way of avoiding selection of cases or 
therapy by the physician and the only way of compar- 
ing two groups simultaneously under identical condi- 
tions. Two separate studies were designed to evaluate 
various therapy regimens in burns involving 10% or 
more of the body surface area on a strictly alternate 
therapy basis. The first of these studies, which forms 
the basis of this report, was a comparison of treatment 
with isotonic saline solutions administered in quanti- 
ties of 15% of body weight during the first 48 hours 
after thermal injury, with treatment consisting of 
plasma, blood, or colloid supplemented with dextrose 
and water; the second aspect of the problem, which 
was initiated during the past year, is a comparison of 
one group receiving isotonic saline solutions in the 
same quantity as described above with another group 
receiving adequate plasma therapy supplemented with 
amounts of isotonic saline solutions equivalent to 15% 
of body weight. (The term saline solution is used 
throughout this paper to mean an isotonic solution of 
a mixture of salts, usually those of sodium. For exact 
composition of the solution, see Materials and 
Methods. ) 

The experimental basis for giving large amounts of 
fluids and electrolytes in traumatic shock was first 
indicated by the studies of Underhill? on sodium and 
chloride changes in burn shock in dogs, of Bialock * on 
fluid loss into the injured area of traumatized dogs, 
and of Allen® on isotonic sodium chloride solution 
therapy in rats. Rosenthal developed quantitative 
methods for the study of shock in mice and was able 
to demonstrate that a 90 to 98% survival from a lethal 
degree of burn or tourniquet trauma could be achieved 
by the oral or parenteral administration of a quantitv 
of an isotonic sodium chloride solution equivalent to 
15% of body weight during the first 24 hours after 
thermal injury. Later in the experiments of Rosenthal, 
Tabor, and Millican’ and Fox’ the need for these 
large amounts of fluid and electrolytes was elucidated 
by the capacity of the injured areas to swell and to 
take up administered fluids, electrolytes, and proteins 
and in the subsequent diminution of blood volume and 
dehydration of the uninjured tissues. The therapeutic 
efficacy of isotonic sodium chloride solutions in exper- 
imental shock in animals was confirmed by Harkins, 

inzmetal, Moyer, Hecter, Parkins, McCarthy, and 
others.” 
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The administration of variable quantities of saline 
solution in burn shock in man has been practiced for 
many years; however, prior to the experimental work 
in animals the magnitude of the fluid and electrolyte 
disturbances was not fully recognized and the amounts 
administered clinically were, for the most part, inade- 
quate in the light of present knowledge. Both David- 
son * in 1926 and Underhill * in 1930 recommended the 
use of isotonic sodium chloride solution in the treat- 
ment of burns, but, generally, during this period saline 
solutions were considered of little or no value, while 
plasma was considered the fluid of choice.° Neverthe- 
less, after the demonstration of the survival of shocked 
mice given isotonic sodium chloride solution orally, 
Fox successfully treated a group of burned patients 
in 1944 with orally given isotonic sodium lactate solu- 
tion.® Then, in 1945, the subcommittee on shock of the 
National Research Council recommended the use of 
large quantities of salt solutions in addition to large 
quantities of plasma in the treatment of burn shock.’ 
Since that time other authors * have advised the admin- 
istration of salt solutions as adjuvant therapy to plasma, 
blood, and other colloids as essential in the adequate 
treatment of burti shock. 


Materials and Methods 


This report presents the results on the study of 110 
severely burned children aged 2 months to 11 years 
and 83 burned adults aged 12 to 68 years. Forty per 
cent of the children and 90% of the adults suffered 
burns due to flames or fire, while the rest of the burns 
were produced by hot fluids. The following types of 
cases were excluded from the study: (1) burns involv- 
ing less than 10% of body surface area, (2) pulmonary 
burns, (3) burns in patients over age 68, (4) burns 
not treated within eight hours, and (5) cases in which 
death occurred within two hours after treatment had 
begun. The patients were brought to the hospital from 
one to four hours after thermal injury had occurred. 
On admission they were weighed and the extent of 
the burns was plotted on a diagram devised by Lund.” 
If the burn involved 10% or more of the body surface 
area, the patient was placed in one of two therapy 
groups, “colloid” or “saline solution,” with strict alter- 
nation of therapy practiced between these groups. The 
orally given saline solution was prepared by dissolving 
5.5 gm. of sodium chloride and 4.0 gm. of sodium 
bicarbonate in | liter of water (making a solution con- 
taining 140 mEq. of sodium, 93 mEq. of chloride, and 
47 mEq. of bicarbonate per liter). The sterile, intra- 
venously given solution contained 220 mg. of calcium 
chloride dihydrate, 6.55 gm. of sodium chloride, 2.55 
gm. of lactic acid, and 1.15 gm. of sodium hydroxide 
in 1 liter of water (making a solution containing 141 
mEq. of sodium, 114 mEq. of chloride, 28 mEq. of bi- 
carbonate, and 1.5 mEq. of calcium per liter ). 

Children.—Children in the colloid group were given 
intravenously, in divided dosage, an average quantity 
of 1 cc. of plasma, blood, or povidone (PVP) per 
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kilogram of body we ght for each percentage of area 
burned (averaging 2% of body weight) during the first 
24 hours after burning and half that amount (averag- 
ing 1.2% of body weight) in the second 24-hour period. 
This quantity of colloid was calculated with the 
formula of Evans *” and is considered adequate therapy 
by most surgeons. Eight per cent of the children in 
this group received blood in quantities varying from 
0.2 to 2.7 ce. per kilogram of body weight for each 
percentage of area burned during the first 48-hour 
period after thermal injury, and 20% of the children 
received povidone during this same period in quanti- 
ties varying from 0.5 to 5.9 cc. per kilogram of body 
weight for each percentage of area burned. All of the 
children in this group received a quantity of plasma that 
varied from 0.2 to 1.7 cc. per kilogram of body weight 
for each percentage of area burned. No additional 
fluid containing sodium was given, and the remainder 
of the liquid administered was supplied as sucrose in 
water orally or as 5% dextrose in water intravenously. 
The total amount of fluid given in the first 48-hour 
period after thermal injury averaged 20% otf body 
weight. 

The children in the saline group were given an 
average quantity of isotonic saline solution by oral or 
intravenous route exclusively or by a combination of 
the two equivalent to 11% of body weight during the 
first 24-hour period after burning and 6% of body 
weight during the second 24-hour period. If any addi- 
tional liquid was given, it was administered as dextrose 
in water. Total quantity of fluid given during the first 
48-hour period averaged 20% of body weight. At no 
time during the 48-hour postburn period was plasma, 
blood, or povidone given to this group. 

Adults.—Adult patients in the saline group received 
an average quantity of isotonic saline solution by oral 
or intravenous route exclusively or by a combination 
of the two equivalent to 10% of body weight during 
the first day after thermal injury and half that amount 
the second day. No additional liquid was administered 
either orally or intravenously. At no time was blood, 
plasma, or povidone given to these patients during 
this 48-hour period. 

The patients in the adult colloid group with more 
than 25% surface area burned received in divided doses 
an average quantity of 0.37 cc. of plasma, blood, or 
povidone per kilogram of body weight for each per- 
centage of area burned (averaging 1.5% of body 
weight) during the first 24 hours after the injury and 
half that amount (averaging 0.9% of body weight) 
during the second 24-hour period. All additional liquid 
in this group was given as water orally or as 5% dex- 
trose in water intravenously. Of the 22 patients with 
10 to 25% surface area burned, 10 received an average 
quantity of colloid equal to that received by those 
with more extensive burns, while 12 received only 
dextrose and water but no colloid therapy, due to an 
inadequate supply of colloid during the early part of 
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the project. These patients who received only dextrose 
and water have been included in the colloid group for 
completeness of presentation, since their exclusion 
would not alter the final results, due to the fact that 
no 48-hour mortality occurred in adults with this 
degree of burn either in this or the saline group 
(table 1). 

Of the adults receiving colloid, 20% (six patients ) 
received blood during the first 48 hours after thermal 
injury in quantities varying from 0.08 to 0.6 cc. per 
kilogram of body weight for each percentage of area 
burned, and 13% (four patients ) of the adults received 
povidone during this period in quantities varying from 
0.6 to 1.3 ce. per kilogram of body weight for each 
percentage of area burned. Seventy-five per cent of 
the adults (23 patients) received plasma during the 
first 48 hours in quantities of 0.2 to 1.2 cc. per kilogram 
of body weight for each percentage of area burned. 
The total amount of liquid (dextrose, water, and col- 
loid) given in the first 48 hours after burning averaged 
10% of body weight. 

Procedure.—Essentially, then, a comparison was 
made in children between one group given large vol- 
umes of saline solutions, chiefly orally, and another 
group given adequate colloid therapy supplemented 
with dextrose and water but with little sodium. In 
adults the comparison was made between saline solu- 
tions and a smaller amount of colloid. During the 
course of the experiment it was decided, after discus- 
sion with several consultants, not to increase the ther- 
apy in the control group of adults for the following 
reasons: 1. A low mortality from shock was present 
in this group. 2. This amount of colloid might be com- 
parable to the optimum quantity possible to administer 
under conditions of mass casualty; it represented twice 
the amount usually employed in Peru. 3, The number 
of cases at this level of therapy is not yet adequate for 
final conclusions. It must be emphasized that treat- 
ment in the two groups differed only during the first 
48 hours after injury. When patients had survived that 
period there was no difference in therapy between the 
colloid and saline groups. 

Blood pressure, pulse rate, respirations, and rectal 
temperatures were recorded on admission, and, if the 
patient manifested signs of shock with a systolic blood 
pressure lower than 90 mm. Hg, intravenous therapy 
was started and followed by oral administration of 
fluid when the patient's blood pressure rose above 90 
mm. Hg. In both therapy groups half of the liquid 
administered during the first 24 hours after burning 
was given 8 to 12 hours after burning. Infants were 
given fluid orally by a constant drip technique through 
a tube passed through the nose to the stomach, 
whereas children over 2 years of age and adults drank 
the fluid. If repeated vomiting or diarrhea occurred, 
oral administration of fluid was suspended and the 
intravenous route was utilized. The speed and quan- 
tity of fluid ingested was carefully controlled and 
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recorded, and vomitus and urine were accurately col- 
lected and measured during this period when possible. 
Blood pressure, pulse rate, respirations, and tempera- 
ture were measured every two hours during the first 
two days. Clinical notes were made every six hours. 
All accessory therapy was identical in both groups 
and consisted chiefly of measures routinely employed 
in the hospitals prior to the present study. When 
sedation was necessary, phenobarbital was used in 
doses of 100 mg. for children and 200 mg. for adults. 
Oxygen by nasal catheter and injections of Coramine 
( 25% solution of nikethamide ) were given on occasion. 
Sodium (crystalline) penicillin G was given routinely 
to all patients in doses of 50,000 units every four hours 
in children and 100,000 units every three hours in 
adults. Many of the children in both groups, but none 
of the adults, received intramuscular injections of 
desoxycorticosterone acetate during the shock period. 
No epinephrine (Adrenalin) or epinephrine-like com- 
pounds were administered. Local therapy consisted of 
the exposure method with the application of Prontyl 
(5.0 gm. of azosulfamide, 0.05 gm. of tetracaine, 12.5 gm. 
of solution of colloidal gelatin, and 100 cc. of distilled 
water) to the burn in children, while the adults re- 
ceived no chemotherapeutic or antibiotic agent locally. 


TasL_e 1.—Mortality in Burned Patients 


Mortality 
Burn, ~ 
of Within 
Body 48 Hr. Total 
Surface No. of 
Area Cases No. No % 
Saline Group, Adults 
kA 40 0 0 4 35 
Colloid Group, Adults 
Saline Group, Children 
Colloid Group, Children 
13 4 30 12 92 
10 20 31 62 


Ten cubic centimeters of blood was withdrawn from 
the femoral, jugular, or anticubital veins into a hepa- 
rinized syringe on admission and at intervals of approxi- 
mately 8, 18, 24, and 48 hours after burning. The 
following laboratory analyses were performed within 
an hour after collecting the blood: hematocrit, red and 
white blood cell count, and differential count with 
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standard methods; absolute eosinophil count by Best's 
technique; plasma sodium and potassium levels using 
the Process and Instruments flame photometer with 
lithium as internal standard; plasma chloride level by 
method of Van Slyke and Hiller; plasma alkaline 
reserve by manometric method of Peters and Van 


TaBLe 2.—Statistical Analysis of Mortality Data 


% of 5% 95% 
y 48-Hr. Confidence Total Confidence 
Surface Mortality, Limits, Mortality, Limits, 
Area % % % 

Saline Group, Children 

0-16 41 25- 57 

chs 20 10-30 44- 70 
Colloid Group, Children 

0) 9-31 62 48- 76 

Saline Group, Adults 

Colloid Group, Adults 

0-23 46 18- 74 

0 1-19 35 20. 


Slyke; red blood cell concentration of sodium and 
potassium determined in the flame photometer after 
the red blood cells had been pipetted directly from 
blood centrifuged at 3,000 rpm for 30 minutes and 
hemolyzed in water containing lithium; and _ total 
plasma protein by specific gravity method of Van 
Slyke. Complete urinalyses for density, pH, albumin, 
glucose, acetone, blood, and sediment were done daily. 
Determinations of 24-hour urinary excretion of sodium, 
potassium, and chloride were made with use of the 
same methods described above. The patient was 
accurately weighed on a stretcher balance at the end 
of each 24-hour period when possible. 


Results 


As a consequence of strictly alternating cases 
between the colloid and saline solution therapy groups, 
material was obtained in comparable groups with 
respect to the following pertinent variables: (1) per- 
centage of body surface area burned, (2) percentage 
of body surface area with full-thickness burn, (3) 
causative agent, (4) age, (5) sex, and (6) interval 
between thermal injury and commencement of ther- 
apy. The resulting data can, therefore, be analyzed by 
over-all groups or by subgroups wherever the total 
numbers are large enough to permit valid comparisons. 

Table 1 gives the number of patients in each stratum 
of percentage body burn, the 48-hour mortality in each 
group, and the total mortality in each group. Table 2 
gives the 95% confidence limits on the percentage of 
48-hour mortality and percentage of total mortality. 

It is at once apparent that there was no major differ- 
ence in 48-hour mortality or total mortality between 
the saline and colloid groups in any of the burn groups 
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in children; there was a 20% 48-hour mortality in both 
saline and colloid groups, with a 56% total mortality in 
the saline-treated patients and a 62% total mortality in 
the colloid-treated patients. In adults, there was no 
48-hour mortality in the saline group (including seven 
patients with a burn greater than 50%) and a 10% 48- 
hour mortality in the colloid group (including eight 
patients with a burn greater than 50%). Both groups 
had a total mortality of 35%. The results in adults sug- 
gest that during the shock period adequate saline 
solution therapy is superior to inadequate colloid 
therapy, although final conclusions must await a larger 
number of cases in this series. 

In figure 1, cumulative mortality in children and 
adults is plotted against time. Included in the graph of 


% CUMULATIVE MORTALITY 


DAYS APTER THERMAL INJURY 


% CUMULATIVE MORTALITY 


DAYS AFTER THERMAL 


Fig. 1.—Cumulative mortality from burns over 10% or more of the body 
area in A, children and, B, adults. A, the three therapy groups differed 
only in treatment administered during the first 48-hour postburr 


the 
period, after which time the therapy depended upon the individual needs 


» of the patient. The colloid group represents 50 children treated with an 


adequate quantity of plasma, blood, or povidone (PVP) supplemented 
with dextrose and water; the saline group includes 60 children treated 
with large quantities of an isotonic saline solution; the preproject group 
includes 138 children treated during the three years prior to the commence- 
ment of the project with little colloid and electrolytes. B, the two therapy 
groups differed only in the treatment administered during the first 48-hour 
postburn period, after which time the therapy depended upon the indi- 
vidual needs of the patient. The colloid group of adults included 43 treated 
with small amounts of colloid supplemented with dextrose and water; the 
saline group includes 40 adults treated with large quantities of an isotonic 
saline solution. 


cumulative mortality in children is a curve labeled 
“preproject group,” showing mortality in a group of 
133 children treated during the three years prior to the 
commencement of the project. This group represents 
therapy with insufficient colloid and electrolytes and 
serves as an inadequately treated control, as these chil- 
dren received only small amounts of plasma supple- 
mented with dextrose and water or no plasma at all. It 
was not possible to obtain sufficient preproject data in 
adults to construct a similar curve. 

Since the curves of the saline-treated group and col- 
loid-treated group in children are quite similar in 
shape throughout the entire course of hospitalization, 
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this method of representation reemphasizes the simi- 
larity of mortality between the two groups and demon- 
strates as well that saline solution did not increase the 
mortality in the postshock period, as compared with 
the mortality of the colloid-treated cases during the 
same period. The preproject curve in children does 


TABLE 3.—Routes of Fluid Administration 


% of Total Cases, by 
Type of Route 


Treatment Oral Oral and I. V. 
Group Exclusively Exclusively 
Children 
Colloid, ..... 78 22 
Adults 


show, however, a higher mortality than the saline solu- 
tion and colloid curves during the first 48-hour post- 
burn period, although it, too, approaches the same 
final mortality as the other two. The difference in 48- 
hour mortality of the preproject cases shows statistical 
significance with use of the 95% confidence limits 
method, but it must be emphasized that such compar- 
isons are not simultaneous nor under identical condi- 
tions. The routes by which the fluid was given in the 
saline and colloid groups are illustrated in table 3. The 
saline-treated groups, both children and adults, re- 
ceived fluid therapy mostly by the oral route exclu- 
sively and only rarely by the intravenous route 
exclusively, whereas the colloid-treated patients, both 
children and adults, received most of the fluid admin- 
istered by a combination of oral and intravenous 
routes, with a greater percentage of cases receiving 
fluid by the intravenous route exclusively. 

Toxic reactions to therapy, as determined by the 
incidence of vomiting, diarrhea, generalized edema, 
and pulmonary edema, are illustrated in table 4. In 
general, it can be seen that the saline-treated patients 
tolerated the saline solutions well and showed no in- 
creased tendency toward vomiting as compared with 
the colloid group. The incidence of diarrhea was 
slightly higher in the saline group when saline solution 
was given orally in large quantities, but with addi- 


TaBLe 4.—Toxic Effects* of Therapy During Shock Period 


Incidence of 
A 


Treatment No. of 
Group Cases Vomiting, % Diarrhea, % 
Children 
Adults 
40 35 13 


* There was no incidence of generalized or pulmonary edema. 


tional experience in the more uniform administration 
of saline solution over a 24-hour period, only a few 
cases of diarrhea have been observed during the last 
two years. Of those patients treated with saline solu- 
tion who died during the shock period, not one child 
or adult showed clinical signs of generalized or pul- 
monary edema before death or at autopsy (table 4). 
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Because it has been customary to evaluate therapy 
on the basis of its effect on clinical shock, an attempt 
has been made to select some such basis for compar- 
ison of the two groups. Since clinical signs and symp- 
toms depend so greatly upon subjective factors, blood 
pressure was selected as being, perhaps, the least 
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Fig. 2.—Incidence of hypotension in burned patients with systolic blood 
pressure below 90 mm. Hg. A, children; B, adults. A, on admission; B, 
during first 48-hour period after burning for a minimum period of 4 hours; 
and C, at the end of 48 hours. The numbers above the bars represent the 
number of cases studied in each group. 


subjective sign of shock. The incidence of hypotension 
in both therapy groups is demonstrated in figure 2. It 
is apparent in both children and adults that the greater 
the percentage of burn the greater was the incidence 
of hypotension on admission to the hospital. In both 
the saline and colloid groups the incidence of hypo- 
tension increase during the first 48 hours after burn- 
ing but declined at the end of this period. In children, 
at the termination of 48 hours the incidence of hypo- 
tension in the saline group was approximately the same 
as that seen on admission, while in the colloid group 
there was a greater incidence of hypotension at the 
end of 48 hours as compared with that on admission. 
At the end of 48 hours beth adult therapy groups 
showed approximately the same incidence of hypo- 
tension as that seen on admission. 

Average daily urine volumes in children during the 
48-hour therapy period are plotted in figure 3A and in 
adults in figure 3B, using only those cases in which 
accurate urine collections could be accomplished. In 
children, where volume of fluid intake was equal in 
both therapy groups, the colloid group demonstrated a 
greater volume output than the saline group. In adults, 
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where the volume of fluid intake was greater in the 
saline group, the urinary output was greater in the 
saline group; however, as demonstrated in the graph, 
the patients in the colloid group with a 10 to 25% burn 
excreted a larger percentage of the ingested fluid via 
the kidneys than the saline group. In adults, during the 
first 48-hour postburn period, 14% of the colloid pa- 
tients and 10% of the saline patients had urine outputs 
of less than 100 cc. during 24 hours, and most of these 
patients had burns over 50% of the body surface area. 

Retention or loss of body fluid during the therapy 
period based on body weight measurements on admis- 
sion and at intervals of 24 and 48 hours after burning 
is demonstrated in figure 4A for children and figure 4B 
for adults. The saline-treated children and adults con- 
sistently showed a body weight gain denoting reten- 
tion of fluid, whereas the colloid-treated patients cn 
whom sufficient data had been obtained did not 
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Fig. 3.—Average daily urinary output in, A, burned children and, B, 
binned adults. Only patients in whom accurate urine collections could be 
accomplished and in whom no vomiting occurred are included. The 
numbers above the bars represent the number of cases studied in each 
group. The dotted lines in B represent the 24-hour urinary output vari- 
ation considered to be adequate by most recent investigators. 


demonstrate a consistent tendency to gain weight but, 
on the contrary, did show a tendency to lose weight in 
most cases. 

Results of the first 48-hour period after burning in 
children with burns of 10 to 20% of body surface area 
(where numbers of cases studied are sufficiently large 
for statistical evaluation) are summarized in table 5 
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Hematocrit and plasma protein values were signifi- 
cantly greater in the colloid-treated cases during the 
first and second day after burning. Plasma sodium and 
chloride concentrations were significantly lower in the 
colloid group, plasma potassium concentrations were 
higher in the colloid group, and metabolic acidosis was 
present in both groups but to a greater extent in the 
saline group. Retention of sodium and chloride was 
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Fiz. 4.—Average body weight change in, A, burned children and, B, 
“purned adults, The numbers above the bars represent the number of cases 
used in the computation of the mean. 


more prominent in the saline group than in the colloid 
group, which had a low sodium chloride intake, 
while a negative potassium balance of similar severity 
was present in both groups. 


Comment 


In the past the efficacy of therapy in clinical shock 
has been judged by the response of the hematocrit, 
hemoglobin level, plasma proteins, and urinary vol- 
ume,’” but there has been a trend recently to select 
mortality as a more reliable criterion, just as mortality 
has been used for the same purpose in animal experi- 
mentation.’’ Bull and Squire in England * and Moyer 
in the United States “ have statistically analyzed total 
mortality over a period of years with the Probit tech- 
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nique (a statistical method to convert a sigmoid curve 
into a straight line) in an effort to compare various 
therapeutic regimens in different hospital units. That 
method, however, had defects, in that it analyzed only 
total burn mortality and included a great number of 
variables not related to shock that may not have been 
identical at different times and places. Late deaths in 
burns constitute a high percentage of the total deaths; 
they differ etiologically from the early deaths due to 
thermal trauma, with which this study is primarily 
concerned. The Peru burn project study is the first 
study in man that has been controlled with a com- 
parison of strictly standardized therapeutic regimens 
during the shock period under simulanteous and iden- 
tical conditions on an alternate case basis. For this 


- reason, valid conclusions may be made from the data 


in the evaluation of one type of therapy as compared 
with another during the shock period. 

The total mortality of burned patients in Peru falls 
within the expected range of deaths published by Bull 
and Squire '* and Moyer,” but the total mortality of 
burned children in Peru greatly exceeds that reported 
by Bull and Squire. The reason for this difference in 
mortality of burned children may be due to (1) a 
high incidence of Pseudomonas aeruginosa septicemia 
after the shock period and (2) a high incidence of 
faulty nutrition in children in Peru. The high suscept- 
ibility of these children to fatal shock and the high 


TasBLe 5.—Laboratory Data in Children with Burns of Ten to 
Twenty Per Cent of Body Surface Area 


ist 24 Hr. 2nd 24 Hr. 
Colloid Saline Colloid Suline 
Laboratory No. of Mean + Mean += Mean + Mean => 
Analysis Cuases* S. E.t . S. E. S. E. 
2 44.420.9 41,3220,8 89.621.2 
Plasma pro- 6.58201 5.9701 6.18b0.2 5.31201 
tein, gm./ 
100 ce. 
Plasma 28  184.38200.7 
sodium, 
mEq. /liter 
Plasma potas- 27 4.400,1 4.16201 3.00.1 
sium, mEq./ 
liter 
Plasma chio- 2 1021-09 V0L16 
ride, mEq./ 
liter 
Plasma bicar- ll 19.0+1.1 19.420.5 17.6213 
bonate 
mEq. /liter 
Electrolyte - 
Balance,} 
mEq./24 Hr. 
Sodium a +7 +156 —10 +71 
Chloride +138 +123 —3 +63 
Potassium — 2 —26 —24 


* Only those patients who did not vomit and in whom accurate 
urinary collections were made are included in the balance data. 

+S. E. = standard error. 

t Balance of electolyte equals intake of electrolyte minus urinary out- 
put of electrolyte. 


delayed mortality may raise the question of whether 
the results of this study are applicable to other local- 
ities where lower mortalities are encountered. While 
no definitive answer can be given to this question, it 
is probable that the basic mechanisms of shock and the 
principles of replacement therapy during the early 
period following trauma will be similar, even though 


> 
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differences in susceptibility exist. This is borne out by 
the results in adults, who were much more resistant 
to burn shock. 

Some doubt may be raised about the validity of 
evaluating mortality in shock as limited to the deaths 
during the first 48-hour period after thermal injury. 
The chart of cumulative mortality plotted against time 
clearly demonstrates that no matter what point is 
selected as the end of the shock period the mortality 
in both groups shows no significant difference. Since 
it was not possible to get an untreated control group 
of patients in Peru during the course of the project, 
data accumulated in children during the three-year 
period prior to the commencement of the project are 
included. This preproject group, which represents in- 
adequate treatment with both colloid and electrolytes, 
shows a marked increase in the 48-hour mortality 
when compared with the saline or adequate colloid 
groups. In the true sense of the word, however, the 
preproject group cannot be used as an inadequately 
treated control group, since other conditions influenc- 
ing survival during that period may not have been 
identical to those during the time of the present study. 

The fact that the 48-hour mortality data in children 
show no major difference between the group treated 
with saline solution alone and the group treated with 
adequate colloid plus water (with little sodium) does 
not mean, necessarily, that either therapy regimen is 
the best available. The results of the second part of 
the study now in progress, comparing two groups 
given equivalent amounts of sodium and fluid therapy 
but with one group receiving an adequate amount of 
plasma, may shed some light on this matter. It does 
appear, however, from the results we have presented 
that orally given saline solution therapy alone has 
great practical value under emergency conditions. 


Summary and Conclusions 


We have studied 110 children and 83 adults from 
Peru suffering from burns that involved 10% or more 
of the body surface area. In burned children, treat- 
ment was strictly alternated between one group that 
received orally and/or parenterally a quantity of iso- 
tonic saline solution equivalent tc 17% of body weight 
during the first 48 hours after thermal injury and an- 
other group that received during the same time period 
an average quantity of colloid solutions equivalent to 
3.2% of body weight supplemented with a quantity of 
dextrose and water to equal the total quantity of fluid 
administered to the former group. 

A similar study was conducted in adults, comparing 
one group receiving 15% of body weight of isotonic 
saline solution with another group receiving an aver- 
age of 1.7% of body weight of colloid solutions sup- 
plemented by 8.3% of body weight of dextrose and 
water. In both children and adults saline solution was 
administered exclusively by the oral route in 55% of 
the cases. 
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In general, saline solution therapy was administered 
without difficulty, and no serious early or late un- 
toward effects were encountered. No pulmonary or 
generalized edema occurred. In both saline and col- 
loid groups the incidence of hypotension increased 
to a similar extent during the first 48 hours after 
burning. The patients in the saline group showed a 
consistent retention of fluid, whereas the colloid- 
treated patients excreted a larger percentage of the 
fluid ingested by way of the kidneys. 

The data collected on 48-hour mortality, cumulative 
mortality, and total mortality showed no major differ- 
ence in mortality between the two therapy groups in 
children or in adults. The two therapy groups were 
comparable with respect to the following pertinent 
variables: (1) percentage of body surface area burned, 
(2) percentage of body surface area with full-thick- 
ness burn, (3) causative agent, (4) age, (5) sex, and 
(6) interval between thermal injury and commence- 
ment of therapy. It is apparent from the mortality 
data that the oral administration of isotonic saline 
solution would be quite useful in case of mass catas- 
trophes or in areas throughout the world where ade- 
quate medical care cannot be obtained or where 
plasma, blood, colloids, and other intravenous therapy 
may not be available. 


Addendum 


Since this paper was written the following cases 
have been treated in the adult colloid group: 10-25% 
burn, two cases, no 48-hour deaths; 26-50% burn, three 
cases, with one acute death; 51-75% burn, one case, 
with death in 24 hours; and 76-100% burn, two cases, 
with death within 48 hours. This brings the over-all 48- 
hour mortality in the colloid group (51 cases) to 
16%. In the adult saline group 5 additional patients 
have been treated, with no deaths in 48 hours (total 
of 45 cases with no 48-hour mortality ). 
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CLINICAL NOTES 


SQUAMOUS CELL CARCINOMA OF 
ABDOMINAL WALL 


REPORT OF A CASE 
E. Lee Strohl, M.D. 


and 
Richard E. Land, M.D., Chicago 


A 66-year-old widow entered St. Luke’s Hospital in January, 
1955. Her presenting complaint was a mass on the anterior ab- 
dominal wall. Other than the presenting complaint, she con- 
sidered herself to be in good health. Seven years prior to 
admission, she noted a small area of irritation of the skin of the 
abdominal wall on the lower right side. She treated the lesion 
with wet dressings; however, it failed to heal. Approximately 
five years later, in falling, she traumatized the lesion, causing it 
to bleed. Between May, 1954, and January, 1955, she had 
anorexia and a weight loss of 37 Ib. (16.8 kg.). No other gastro- 
intestinal symptoms were elicited. From September, 1954, to 
January, 1955, the lesion grew rapidly from an estimated diam- 
eter of 3.5 cm. to approximately 13 cm. In December, 1954, the 
tumor began to bleed spontaneously, about every three days. 
Furthermore, it constantly produced a clear, sticky, watery fluid. 
The quantities of blood and fluid could not be determined. The 
patient stated that the blood soaked part of a handkerchief. The 
clear fluid drainage necessitated a dressing change every two 
hours, The drainage did not increase with liquid intake, nor did 
it contain food particles or fecal material. 

Physical examination revealed a moderately obese white female 
in no acute distress. An elevated, coarsely nodular, ulcerated 
mass was present on the abdominal wall in the right lower 
quadrant (fig. 1). It measured 14 by 12 cm. and was elevated 
as much as 4 cm. from the surrounding skin surface. It appeared 
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hyperemic, was covered with clear, viscid fluid, and had a 
central crater 3 cm. deep. No intra-abdominal masses were pal- 
pable. A chain of lymph nodes was noted in the right inguinal 
region, No axillary, cervical, superficial abdominal or left in- 


Fig. 1.—Ulcerated fungoid squamous cell carcinoma. Tumor measured 
14 by 12 cm. and was elevated 4 cm. 


guinal nodes were palpable. The hemoglobin level determination 
revealed 12.0 gm. per 100 cc. The hematocrit was 37%. There 
were 8,550 leukocytes per cubic millimeter. The total proteins 


Fig. 2.—Microscopic appearance of tumor. Among atypical epithelial tis- 
sues are many cells in mitosis. 


were 6.9 gm. per 100 cc., with 2.7 gm. of albumin and 4.2 gm. 
of globulin. The history, physical examination, and laboratory 
studies were otherwise noncontributory. 
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A communication of the tumor with the gastrointestinal tract 
was considered because of the constant drainage, anorexia, and 
loss of weight. It was ruled out by upper and lower gastro- 
intestinal x-ray examination. A biopsy of the tumor mass revealed 
squamous cell carcinoma ( fig. 2). 

Under general anesthesia, an elliptical incision 30 by 15 cm. 
in diameter was made around the base of the lesion. The incision 
was through the abdominal wall fascia, exposing the muscles. 
The tumor was removed, and a primary closure was accom- 
plished. Through a right inguinal incision the chain of lymph 
nodes was dissected. Histological sections revealed squamous 
cell carcinoma with metastatic involvement of the right inguinal 
lymph nodes. Some of the nodes were hyperplastic but revealed 
no cancer cells. 

The postoperative course was uneventful. The patient has 
been examined at frequent intervals. On March 8, 1956, she 
was free of evidence of local recurrence or distant metastases. 


Comment 


It might be expected that a squamous cell carcinoma 
of seven years’ duration, which had grown to enormous 
dimensions, would be widely disseminated and inoper- 
able. This is usually true in lip and mucous membrane 
lesions. However, squamous cell carcinoma of the 
skin seldom behaves this way.’ There are many note- 
worthy features of squamous cell carcinomas of the 
skin. Their slow and late lymphatic dissemination is 
well recognized. Some more recently reported find- 
ings are worthy of consideration. Numerous skin 
tumors that appeared to be squamous cell carcinoma, 
both grossly and microscopically, and that disappeared 
spontaneously have been reported.” Occurring pre- 
dominantly in men and tending to run in families, all 
of these tumors were well differentiated histologically. 
Although individual tumors healed spontaneously, the 
tendency for these lesions to occur did not disappear. 
With no treatment at all, most of these patients even- 
tually succumbed to the metastases of a lesion that 
failed to heal. Should the spontaneous healing process 
ever be understood, these tumors may point the way 
toward a new approach to cancer. Early treatment of 
squamous cell carcinoma of the skin is, to be sure, 
still strongly advised. 

Keratocanthomas resemble squamous cell skin 
tumors. The former undergo spontaneous resolution in 
four to six months. It has been suggested that the 
keratocanthoma and the “self-healing squamous cell 
carcinoma” may be related.* 

In the surgical treatment of squamous cell skin 
lesions, removal of the neoplasm with a wide margin 
of normal tissue is usually considered essential. This 
approach has been disputed. These tumors usually 
have distinct gross limits. Distant metastases are rela- 
tively rare and occur late. Local recurrences are easily 
treated. Therefore, cosmetic considerations should not 
be disregarded.* 

A histological appraisal of the adequacy of the sur- 
gical removal of these lesions indicates that false posi- 
tive reports are frequent.’ The pathologist reported 
tumor cells at the margin of these surgical specimens. 
Repeated examinations of the patients for two years 
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failed to reveal a local recurrence rate significantly 
higher than in patients in whom the surgical speci- 
mens revealed no tumor cells at the margin. There is 
no satisfactory explanation for these false positive 
reports. It is possible that two years is an inadequate 
period for the development of local recurrences. 


Summary 

A patient having a huge squamous cell carcinoma of 
the abdominal wall, with metastatic involvement of 
the inguinal lymph nodes, was treated by local ex- 
cision of the tumor mass and inguinal lymph node 
dissection. The tumor mass measured 14 by 12 cm. 
and was elevated 4 cm. The disease had been present 
for seven years. The patient was free of evidence of 
local recurrence or distant metastases 13 months after 
surgery. This report illustates the slow and late lym- 
phatic dissemination of squamous cell cacinoma of 
the skin. 

Certain skin tumors that resemble squamous cell 
carcinoma both grossly and microscopically and that 
disappear spontaneously may be closely related to 
keratocanthomas. The surgeon's clinical impression, 
the histological sections, and the cosmetic results 
should be considered in evaluating the type and extent 
of the surgical removal of squamous cell carcinomas 
of the skin. 

122 S. Michigan Ave. ( Dr. Strohl). 
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Mental Health and the Aged.—About half the resident popu- 
lation of the nation’s mental institutions are persons past 65, 
Many of these older people may not require institutional care 
and, indeed, many require little medical care. The same may be 
said of thousands of older people who are living out their lives 
in hospitals, homes for the aged, nursing homes, and similar 
institutions. While many of these older persons do require in- 
stitutional treatment . . . with a more humane public attitude 
toward aging, Americans by the many thousand could be living 
useful and productive lives as members of the community. From 
a public health point of view efforts to promote and maintain 
well-being among the aged are tragically meager when com- 
pared to similar efforts in behalf of children, adolescents, and 
younger adults. We medicate, palliate, and tolerate older peo- 
ple as a group somehow set apart from the ongoing life of the 
community. This separation has two major consequences. First, 
it singles out and stigmatizes the older person, implying as it 
does an inferior status and accelerating whatever objective 
changes in vitality, energy, and capacity may exist. Second, and 
stemming directly from such stigmatization, is the quickening 
pace of institutionalization, especially of the so-called “senile” 
person. . . . From both a public health and a humanitarian per- 
spective a halt or possibly a reversal of this process is demanded. 
—B. Kutner, Ph.D., and W. G. Smillie, M.D., The Problem of 
Mental Health Among the Aged, American Journal of Public 
Health, February, 1956. 
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PREDNISONE IN THE MANAGEMENT 
OF IDIOPATHIC HEREDITARY 
LYMPHEDEMA (MILROY’S DISEASE) 


Theodore C. Panos, M.D., Galveston, Texas 


Idiopathic hereditary lymphedema may have its on- 
set either at birth or at any time between childhood 
and early adulthood. Certain authors insist that the ep- 
onym “Milroy’s disease” should be restricted to those 
cases that have a congenital origin,’ whereas others see 
no need for undue emphasis on the age at which the 
edema appears, inasmuch as the clinical picture is 
otherwise essentially identical.* Milroy himself, in a 
35-year follow-up report of the family he originally 
described, indicated that the age at which edema 
appears varies.” The prevailing opinion appears to be 
well summarized as follows‘: “Primary lymphoedema 
is occasionally congenital, but more often it starts in 
childhood or adolescence and is then called lymphoe- 
dema praecox. In its most severe form the disease may 
produce deformities like those of tropical elephantia- 
sis, and the term elephantiasis nostras (meaning ‘of 
our country’) is then sometimes used.” Families have 
been described in which both varieties of onset 
occurred. In spite of the numerous genealogies studied 
with this disorder, the basic genetic patterns have not 
yet been accurately delineated. 

Conspicuous among the reported cases are instances 
of recurrent “acute attacks” of pain, tenderness, red- 
ness, and swelling in the edematous iegs, with fever, 
vomiting, and malaise.” These episodes are self-limited 
and of relatively brief duration (two to seven days). 
Although the disease is often designated as “erysipelas- 
like” or “lymphangitis,” only very rarely is it possible 
to establish a bacterial etiology, and response to anti- 
microbial therapy is very poor. Such exacerbations 
may perhaps be considered to share certain character- 


__ istics with some of the manifestations of the various 


collagen disorders. 

Management of this disorder has been very difficult 
and disappointing. Conservative and physiotherapeutic 
measures consistently fail to effect any significant 
reduction in the edema. As a result, numerous surgical 
procedures have been devised for removal of the 
lymphedematous masses. Repeated operations are fre- 
quently necessary, and great disfiguration usually 
occurs. The purpose of the present report is to describe 
the spectacular reduction in edema brought about 
with prednisone in a patient with congenital, heredi- 
tary, progressive lymphedema. Within one month, 
there occurred an approximately 80% reduction of 
edema, which has subsequently been maintained for 
14 months with very small doses. 


Report of a Case 
This 11-year-old girl was admitted to the pediatric service in 


May, 1955, regarding a presenting complaint of “swelling of 
both legs to the knees.” Edema of one foot and ankle was noted 
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at the time of birth and gradually spread to involve the other foot 
and ankle. This persisted throughout childhood with little as- 
sociated symptomatology, increasing with activity and decreasing 
after a night’s rest. When she was about 9 years of age she began 
to have recurrent attacks of fever (with temperature from 104 
to 105 F [40 to 40.6 C]), abdominal pain and cramping. vomit- 
ing, and constipation, associated with an increase in the swelling 
of feet and ankles and redness, tenderness, and heat. These 
attacks recurred at intervals of 4 to 12 weeks and were not 
related to any apparent specific precipitating factors, although 
insect bites or minor traumas occasionally preceded an episode. 
There was no response to antibiotic therapy, and hospitalization 
was occasionally required. After a moderately severe attack in 
December, 1954, edema began to spread and eventually involved 
both legs and knees. At the time of admission, the patient was in 
the waning period of a new attack, which had begun within the 
previous week. In the several weeks preceding admission the 
patient had complained of vague arthralgia of the knees and 
ankles. 


Mates 


AFFECTED MALES 


O FEMALES @ AFFECTED FEMALES 


Fig. 1.—Genealogy table indicating the incidence of this disease in four 
successive generations, as described in the text, The unaffected sibling is 
8 years old. 


The patient’s history was essentially noncontributory. Growth 
and development were within normal limits. She had rather 
severe myopia, which had begun to develop when she was 9 
years old. The family history revealed that this patient represents 
the fourth consecutive generation in which at least one member 
of the family was afflicted with this disorder (fig. 1). The mother 
had bilateral edema of the feet and ankles at birth that spread to 
involve the knees and lasted until she was approximately 23 
years of age, at which time the edema gradually receded. The 
maternal grandfather had pronounced lymphedema of one entire 
lower extremity all his life and died of “cancer all over him.” 
The maternal granduncle and great grandmother were also said 
to have had swelling of both lower extremities all of their 
lives. There is one normal female sibling, aged 8 years. There 
are no other familial or hereditary disorders. 

Physical examination revealed that the patient’s rectal tem- 
perature was 99 F (37.2 C), her pulse rate 78 per minute, her 
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respiration rate 20 per minute, and her blood pressure 110/60 
mm. Hg. Her height was 5 ft. ({152 cm.] 75th percentile for 
11 years ), and her weight was 105 lb. ( [47.6 kg.] 90th percentile 
for 11 years). There was a moderate amount of seborrheic der- 
matitis of the scalp and face. The breasts showed pubertal 
changes. There were no cardiac abnormalities. There was 
brawny, slowly pitting edema of feet, ankles, and legs bilaterally 
(fig. 2A). There was increased warmth, tenderness, and blotchy 
erythema of the left leg and foot and slight distention of the 
long saphenous veins bilaterally. The patient complained only of 
tenderness over the erythematous area. 

The results of laboratory examination were as follows: The 
hemoglobin level was 14.2 gm. per 100 ml., and there were 5,100 
white blood cells per cubic millimeter, with 44% neutrophils, 
50% lymphocytes, 2% monocytes, and 4% eosinophils. The erythro- 
cyte sedimentation rate was 36 mm. per hour, and the hematocrit 
was 43%. A catheterized urine specimen revealed no abnormali- 
ties. The total serum protein level was 8.4 gm. per 100 ml., with 
5.4 gm. of albumin and 3 gm. of globulin. Partitioning of the 
serum proteins as determined by paper electrophoresis was as 
follows: albumin 37.3%, alpha, 5.2%, alpha, 10.4%, beta 20.7%, 
and gamma globulin 26.4%. The level in the serum of calcium 
was 4.3 mEq. per liter; of phosphorus, 2.9 mEq. per liter; and 


Fig. 2.—Photographs of legs prior to (A) and 10 months after (B) 
therapy with prednisone. Note that edema has essentially completely dis- 
appeared from the right lower extremity and that only a small amount per- 
sists in the left ankle. 


of alkaline phosphatase, 4 Bodansky units. A serologic test for 
syphilis was negative. Routine serum agglutinations were nega- 
tive, as was the heterophil agglutination. The lupus erythemat- 
osus phenomenon was not present. Bleeding and clotting times 
were normal, Nasopharyngeal and blood cultures were negative. 
An electrocardiogram was interpreted as a normal tracing. 
Roentgenograms of the chest revealed the heart and lung fields 
to be within normal limits. Bone survey, including skull films and 
films of the thoracic and lumbar spine, revealed no bony ab- 
normality. Perthes’ and Trendelenburg’s tests for venous function 
were negative, although there was minimal superficial distention 
of the lower portion of the long saphenous vein bilaterally. Skin 
test with old tuberculin in dilution of 1:100 was 1+. Skin tests 
with blastomycin, coccidioidin, histoplasmin, and diagnostic 
diphtheria (Schick test) toxin were all negative. Examination of 
the feces for ova, parasites, and blood was negative. The ery- 
thema and tenderness of left leg subsided spontaneously during 
the first 24 hours of the hospital stay, and the patient remained 
afebrile and asymptomatic during the remainder of the stay. 

The use of a glucocorticoid such as prednisone in this dis- 
order was considered reasonable in view of its lympholytic effect 
and its efficacy in a number of so-called collagen diseases, of 
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which the recurrent febrile episodes of this disorder are some- 
what suggestive. Accordingly, the patient was discharged on the 
following regimen: prednisone, 30 mg. daily for one week, 
25 mg. daily for one week, 20 mg. daily for four days, 15 mg. 
daily for four days, and then a maintenance dose of 10 mg. daily, 
in four doses. Oxytetracycline was prescribed in prophylactic 
dosage. Other measures were continued as before, namely, the 
wearing of elastic stockings during the day and elevation of the 
feet three times daily for 30 minutes. 

Within a few days of the onset of therapy, the mother reported 
that the swelling of the feet and legs was less than at any time 
previous. Three weeks later she enthusiastically reported further 
decrease until it was, as she states, “almost gone,” and the girl 
was able to wear ordinary shoes for the first time in her life. 
Menarche occured in July, 1955, and menses continued more or 
less regularly thereafter. It was noted that there was premenstrual 
increase in edema. After three months she was reexamined, and 
the spectacular reduction in edema was observed. She was 
elated over her improvement. The dosage of prednisone was re- 
duced to 7.5 mg. daily for 10 days, and then to 5 mg. daily. This 
dose was maintained until the last examination in March, 1956 
(fig. 2B), at which time maximum circumference at right mid- 
calf and around both ankles was 1 cm. greater after prolonged 
maintenance on 5 mg. daily than noted on examination six 
months previously while she was receiving a maintenance dose 
of 10 mg. daily; however, the patient was menstruating at the 
time of these measurements. In addition, the mother stated that 
at times the edema was completely gone in the morning and 
would tend to reappear during the day, particularly in the right 
foot. There has been no recurrence of the acute attacks that were 
rather frequent prior to therapy. 


Comment 


It seems apparent that the dramatic response herein 
reported is directly due to the action of prednisone, 
although measures have not yet been taken to demon- 
strate this by withdrawal and reexhibition of the drug. 
Coincident spontaneous improvement is exceedingly 
unlikely in view of the natural history of this disorder 
in pubertal patients and the fact that the edema had 
been steadily progressing in the months prior to admis- 
sion. During the preparation of this report, review of 
the literature revealed that a similar case has recently 
been treated briefly (one month) with cortisone; the 
edema receded remarkably only to reappear promptly 
after discontinuation of therapy.° The similarity of 
response to therapy with that which occurred in the 
subject of this report is further suggestion of the direct 
effectiveness of glucocorticoid substance. Also notable 
is the complete subsidence of the acute inflammatory 
episodes during treatment, in contrast to the pre- 
therapy frequency of attacks. 

The successful maintenance of an essentially com- 
plete remission lasting 14 months with small amounts 
of prednisone lends feasibility to the suggestion that 
idiopathic hereditary lymphedema be added to the 
list of disorders for which steroid therapy may be 
recommended for trial. Certainly its use should be 
evaluated before extensive surgical procedures are 
undertaken. Prolonged maintenance is practicable, and 
the side-effects and complications are known to be 
strikingly reduced by the use of minimal doses. 
Because prednisone and prednisolone cause virtually 
no retention of sodium, these preparations would seem 
to have an added advantage over other glucocorticoids. 
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Summary 

A case of idiopathic hereditary lymphedema ( Mil- 
roy’s disease ) occurred in an 11-year-old female, who 
represents the fourth consecutive generation to be 
afflicted with this bizarre disorder. Both lower extrem- 
ities were involved to the knee, and the clinical course 
was punctuated with recurrent, self-limited attacks of 
fever, local pain, redness, and swelling. Prednisone 
was administered with dramatically beneficial results. 
The edema receded by approximately 80%, and the 
“attacks” failed to recur. After one month of fairly 
intensive therapy, a maintenance dosage of 5 mg. 
daily was gradually established, and the remission has 
persisted under this regimen for approximately 14 
months. It is recommended that steroid therapy, espe- 
cially with prednisone or prednisolone, be given exten- 
sive trial in other patients with this disease. 
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FATAL BONE MARROW DEPRESSION AFTER 
TREATMENT WITH ACETAZOLAMIDE 
(DIAMOX) 


Lee C. Underwood, M.D., Canton, Ohio 


Acetazolamide (Diamox), 2-acetylamino-l, 3, 4- 
thiadiazole-5-sulfonamide, a carbonic anhydrase in- 
hibitor, is being used in increasing amounts as an 
effective, orally given diuretic in the treatment of con- 
gestive heart failure.’ Individual sensitivity to the 
various sulfonamides is not an unusual occurrence. 
Recently, a case of agranulocytosis after acetazolamide 
therapy was reported.” To this case is added one of 
severe bone marrow depression with agranulocytosis, 
thrombocytopenia, and anemia, which resulted in 
death after one month of therapy with acetazolamide 
in a daily dose of 250 mg. 


Report of a Case 


A 73-year-old man was admitted to the hospital on Feb. 26, 
1955, because of increasing pallor, weakness, and dyspnea on 
minor exertion of 10 days’ duration. A purpuric rash had been 
present over the lower extremities since Feb. 20, 1955. Minor 
oozing of blood from nose, rectum, and gums had been noticed 
during the preceding five days. The patient had enjoyed excellent 
health until about one year before admission, at which time he 
developed moderately severe edema of the lower legs and feet. 
The edema was due to his spending long hours on his feet in the 
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practice of his profession and long hours at night at the bedside of 
an ailing family member. Congestive heart failure was not pres- 
ent. The edema had been controlled by decreased sodium intake 
until Jan. 20, 1955. At this time he appeared in the office of his 
physician armed with a copy of a lay periodical in which aceta- 
zolamide had been discussed. He felt that this new drug would 
serve as a satisfactory substitute for dietary salt restriction, which 
was considered something of an inconvenience. On Jan. 20, 1955, 
he was started on course of treatment with 250 mg. of acetazola- 
mide daily, a regimen that was continued until Feb. 20, 1955, 
with excellent control of the edema. 

Examination showed a well-developed, well-nourished man 
who appeared younger than his stated age of 73 years. The 
temperature was normal. There was a marked purpuric rash over 
the lower extremities, with confluent areas of purpura and 
ecchymoses over all pressure points. He was mentally alert, 
intelligent, and cooperative. The mucous membranes were pale. 
Oozing of blood was present around the teeth. The buccal 
mucosa, palate, and pharynx exhibited many ecchymotic areas. 
Minor bleeding from the nose was present. Petechiae were 
present in the conjuctival sacs. The examination of the ocular 
fundi showed normal disks. The arterioles of the retinas showed 
grade 2 arteriosclerotic change. A few pinpoint hemorrhages 
were present in the retinas. 

The patient was comfortable in the recumbent position. The 
neck veins were not engorged. The blood pressure was 160 mm. 
Hg systolic and 100 diastolic; the pulse rate was 80 per minute. 
Examination of the chest showed no abnormality. There was 
good descent of the lung bases, and rales were not present. The 
heart did not appear to be enlarged. The left border of cardiac 
dulness was 8 cm. to the left of the midsternal line in the fifth 
intercostal space. No murmurs were present. A normal sinus 
rhythm was present. There was no lymphadenopathy. The liver 
and spleen were not palpable. There were no demonstrable ab- 
dominal masses. The genitalia were normal. Large external 
hemorrhoids were present that bled on touch. The prostate was 
enlarged to about two times the average normal size. It was 
smooth in outline and normal in consistency. Good femoral and 
dorsalis pedis pulses were present bilaterally. The neurological 
and skeletal systems were normal. 

Laboratory studies showed a red blood cell count of 2,800,000 
per cubic millimeter. The hemoglobin level was 7.7 gm. per 


Blood Studies During Course of Illness of Patient with Fatal 
Bone Marrow Depression After Treatment with 


Acetazolamide (Diamox) 
Date, 1956 

“No./Cu, Mim. “9/26 3/8 8/5 3/6 3/7 3/8 8/9 8/11 
Red blood cells, 

millions 2.80 185 2.37 2.00 160 190 2.00 2,10 2.20 
Hemoglobin, 

gm./100 ec. dl 34 46 438 34 40 40 40 
White blood cells, 

thousands $9. 3A 1 65 3 85 
Polymorphonuclear 

cells 10 2 3 10 4 6 4 6 i 
Staff cells 6 2 3 0 0 0 0 12 pe 
Lymphocytes 92 96 82 ee 
Monocytes 0 0 0 0 0 2 0 0 aes 
Eosinophils 4 0 2 0 0 0 0 0 oe 
Basophils 0 0 0 0 i) 0 0 0 eee 
Platelets, 

thousands 18 27 16 15 16 15 2 


100 cc. of blood, and the white blood cell count was 2,900 
cubic millimeter. The differential count showed 10 segmented 
polymorphonuclear cells, 6 staff cells, 80 lymphocytes, and 4 
eosinophils. No immature forms were present. Platelets were not 
observed on the smear of peripheral blood. The platelet count 
was 18,000 per cubic millimeter. The coagulation time was 2 
minutes and 10 seconds and the bleeding time 45 seconds ( Lee- 
White method). There was an absence of clot retraction in 24 
hours. The nonprotein nitrogen level was 34 mg. and the fasting 
sugar level 145 mg. per 100 cc. of blood. The prothrombin time 
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was 17.2 seconds (control 15 seconds). The urine had a specific 
gravity of 1.007. Proteinuria and glycosurea were not present. 
The microscopic sediment showed 50 to 100 red blood cells and 
5 to 10 white blood cells per high-power field. 

Examination of bone marrow aspirated from the sternum 
showed remarkable hypocellularity, with diminution of all ele- 
ments. Much of the marrow was replaced by fat. The cells 
present were normal. No megakarocytes were demonstrated, and 
no platelets were seen. Rare young and adult forms in the 
myeloid and erythroid series were present. No blast forms were 
observed. The patient was treated with daily transfusions of 
fresh whole blood. To combat infection, he was given oral and 
parenteral doses of penicillin. Hydrocortisone ( Hvdrocortone ) 
was prescribed in a dosage of 120 mg. daily throughout his 
illness. 

On the sixth hospital day it was necessary to insert an in- 
dwelling catheter because of urinary retention, After he had a 
shaking chill and a sustained temperature of 102 and 103 F 
(38.9 and 39.5 C), he developed acute congestive heart failure, 
with tachycardia, dyspnea, orthopnea, and basal rales. The heart 
failure was controlled by digitalis. Severe oral sepsis developed, 
and the patient’s clinical course deteriorated progressively. 
Oozing of blood from all orifices continued, and the patient died 
on the 19th hospital day. There was a progressive decrease in 
the white blood cell count to 225 per cubic millimeter on the 
day of death. The blood studies are shown in the table. 

Autopsy showed a marked generalized petechial rash over the 
entire body, with areas of confluent eccyhmosis more severe over 
the lower extremities. Numerous petechiae were present in the 
liver, spleen, lungs, gastrointestinal tract, adrenals, and kidneys. 
A staghorn calculus was present in the right kidney. The spleen 
was normal in architecture, and lymph nodes present were 
normal. There was no evidence of leukemia. The bone marrow 
showed marked hypocellularity, with an increase in fat. Very 
few cells were present, but those present were not abnormal. 


Summary 


A case of marked bone marrow depression occurred 
after treatment with acetazolamide (Diamox). Death 
was due to agranulocytosis and thrombocytopenia, 
with marked hemorrhagic diathesis. This case shows 
that an individual idiosyncratic reaction to any chem- 
ical can occur in a given patient and that this com- 
pound chemically related to the sulfonamides is ca- 
pable of producing bone marrow changes, with fatal 
agranulocytosis and thrombocytopenia. 


200 Peoples Bank Building (2). 
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Pulsus Alternans.—In pulsus alternans the heart pumps larger 
and smaller quantities of blood in successive contractions of 
equal cycle length producing alternately strong and weak beats. 
Equality of cycle length between successive strong and weak 
beats has been stressed as a cardinal feature in the diagnosis, 
differentiating it from pseudo-alternans. While approximate 
identity of cycle length is the rule, successive intervals are 
seldom absolutely equal. Wenckebach had observed that the 
weak beat of the couple can be regularly somewhat premature. 
Slight prematurity of the weak beat may be identified in many 
published records of ventricular alternans. The same phenom- 
enon was noted in the records in six of eight patients with 
prolonged pulsus alternans studied at the hospital. All eight 
patients had organic heart disease, the etiology being hyper- 
tensive in three, arteriosclerotic coronary disease in three, 
rheumatic in one, and unknown in one.—B. Friedman, M.D., 
Alternation of Cycle Length in Pulsus Alternans, American 
Heart Journal, May, 1956 
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COUNCIL ON FOODS 
AND NUTRITION 


Report to the Council 


At the request of the Council, the following com- 
ments on a topic of current interest have been 
prepared. 

EucENE H. Stevenson, M.S. 
Acting Secretary. 


EFFECT OF FERTILIZERS ON THE 
NUTRITIONAL VALUE OF FOODS 


L. A. Maynard, Ph.D., Ithaca, N. Y. 


An article published in THE JouRNAL ' in 1950 stated 
that malnutrition exists among many peoples of the 
world because the productivity of the land available is 
not sufficient to provide an adequate food supply; thus, 
the improvement of soil fertility is an important step 
toward the betterment of the health of these peoples. 
From a review of the experimental evidence, however, 
it was concluded that the principal effect of soil im- 
provement, in terms of human health, was to increase 
the yield of a given food crop rather than to enhance 
its nutritional quality. Genetic and climatic factors, 
rather than soil factors, were found to be the important 
ones governing variations in the nutrient content of a 
specific harvested crop. 

Although many additional papers on this subject 
have appeared during the past six years, none of them 
contains data that call into question the general con- 
clusion previously reached. There have been several 
additional reports of malnutrition occurring in herbiv- 
orous animals fed on crops grown in limited areas 
where the soil and thus the crops are deficient in cop- 
per, cobalt, or other trace elements. In these situations 
beneficial effects have resulted from adding the defi- 
cient element to either the soil or the ration. Popular 
writers continue to cite these findings as evidence 
that human health is similarly affected. There is no 
justification for such a conclusion, at least here in the 
United States, because our food supply comes from 
many areas across the country instead of from a limited 
specific area where malnutrition occurs in animals. 
Endemic goiter is the only established example of a 
direct relationship between a soil deficiency and a 
human disease. Of course, the answer to this problem 
is not soil fertilization but the use of iodized salt. 

Some interesting reports of positive effects from 
fertilization with phosphorus and nitrogen have ap- 
peared. In studies by Larson and associates * with oats 
and alfalfa and by Matrone and co-workers * with soy- 
bean forage, the phosphorus content of these crops was 
increased by the fertilization with phosphate of soils 
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deficient in this minerai in terms of productive capacity. 
This is an important finding because farm animals, 
unlike man, are deficient in phosphorus in many situa- 
tions. Sauberlich and associates‘ have shown that 
heavy fertilization of the soil with nitrogen can in- 
crease the protein content of corn. This finding may 
be of practical importance for people living on a diet 
composed largely of this cereal, even though it was 
also found that the high-protein corn had a lower 
biological value. One should not generalize from these 
positive results obtained from fertilization with phos- 
phorus and nitrogen, because there are other reports 
of studies in which no benefits, except in yield, were 
observed. 

Detailed mention should be made of a comprehen- 
sive, 10-year experiment recently reported by the 
Michigan Experiment Station.’ In this study a farm, 
badly neglected for 100 years and in a low state of 
fertility, was divided into fields, some of which were 
fertilized with major and minor elements, while others 
remained untreated. Feeds were grown, analyzed for 
various nutrients, and fed to dairy cows in successive 
years. The nutritive value of the milk produced was 
studied. Although the fertilization resulted in large 
increases in yields, composition of the crop was little 
affected. The animals were placed on the experiment 
as breeding heifers, and their calves were added to the 
appropriate group. At the close of the experiment 
there were data from 35 cows and 81 lactations avail- 
able for analysis. The records of the animals fed 
rations from the fertilized fields showed no superiority 
in yield, breeding efficiency, or health. No differences 
were noted in the milks of the two groups in protein, 
fat, amino acid, mineral, or B-vitamin composition. 
Milk from the cows fed fertilized crops showed a 
higher vitamin A value, which probably can be ex- 
plained on the basis of the effect of fertilization on the 
leafiness of the hay. No differences in nutritive effi- 
ciency were found in a biological test with rats. This 
extensive experiment bears out the general conclusion 
previously made that fertilization primarily affects 
yield rather than nutritional quality. 

In all of the studies reviewed in the 1950 article,’ 
as well as in this one, commercial fertilizers containing 
inorganic sources of the elements in question were 
used almost exclusively. A long-standing popular 
belief, increasingly promoted today by some enthusi- 
asts, is that organic sources of fertilizing elements, 
such as barnyard manure and compost, greatly improve 
nutritional quality, in contrast to the ineffectiveness of 
the inorganic sources commonly used. In fact, it is 
frequently claimed that the widespread use of the 
mineral fertilizers has been responsible for a decline 
in the nutritional quality of our food supply and that 
this decline is continuing today. These claims need 
examination, as they are not based on acceptable 
scientific evidence. Field observations are reported, 
with both crops and animals, that show expected 


improvement in crop yields and in animal perform- 
ance. An unusually high nutritive value of this feed is 
claimed, but there are no comparable data from a 
controlled experiment concerning results obtainable 
with mineral fertilizers. Thus, the reports fail to 
demonstrate that the use of organic fertilizers results 
in a food crop with nutritive values not otherwise 
obtainable. 

Fortunately, some controlled experiments have been 
carried out by scientists interested in getting the true 
facts, notably in the U.S. Plant, Soil, and Nutrition 
Laboratory at. Ithaca, N. Y. A summary of the 
results obtained in field tests by this laboratory fol- 
lows.® The vitamin C and carotene content of seedling 
rye on plots receiving large quantities of manure over 
a period of 25 years was the same as that of the rye 
from plots fertilized with chemical fertilizer for the 
same period. Similarly the vitamin C, iron, and cop- 
per content was the same in potatoes grown on the 
manured soil and those grown on soil treated with 
chemicals. 

In other experiments, no increase in the vitamin C 
content of snap beans or the carotene content of carrots 
resulted from the use of compost as compared with the 
use of chemical fertilizers. Details of these studies are 
presented in a paper by Brandt and Beeson.’ Arnon 
and associates* fed guinea pigs on grass produced 
from a soil fertilized with manure and alfalfa meal or 
grass produced from a water culture containing inor- 
ganic sources of nutrients. Animal growth and devel- 
opment were equal in both cases. These limited 
experiments do not prove that organic fertilization has 
no advantage in terms of superior nutritive value 
under any conditions, but they do provide much con- 
vincing evidence from controlled studies, in contrast 
to the uncontrolled, contrary observations cited by the 


“organic gardener.” 


A careful examination of the papers reviewed ear- 
lier, as well as the experiments cited in the present 
article, fails to provide any evidence for the claim that 
the use of commercial fertilizers results in a lowering 
of the nutritive value of our food supply. In fact, these 
papers provide evidence to the contrary. Crops grown 
on mineral-fertilized soils for 25 years were equal, in 
the nutrients studied, to the crops fertilized with 
manure or compost over the same period. Claims that 
chemical fertilizers are devitalizing our soil and thus 
producing a food supply of low nutritive value are 
entirely unfounded. 

On the other hand, the organic matter content of 
the soil is important, as a contributor to its fertility 
and as an aid in maintaining the proper physical con- 
ditions. It is also the form in which nitrogen can be 
stored and gradually released through the agency of 
micro-organisms for uptake by the plants. It furnishes, 
in small quantities, practically all of the different 
nutrients required for plant growth. Barnyard manure, 
compost, and crop residues are used by farmers to 
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maintain and improve soil fertility to the extent to 
which they are available. Large amounts of chemical 
fertilizers are also needed on many soils to produce 
high yields. Thus, both organic and inorganic ferti- 
lizers are required to provide the quantity of food 
needed by our population.® Neither has been demon- 
strated to have an important effect in improving the 
nutritive value of a given food crop for man. 

Whereas the results to date may not appear promis- 
ing in terms of their application to human nutrition, 
this general problem of the effect of soil fertility on the 
nutritive value of specific foods remains one of large 
importance. It should be studied further, particularly 
in carefully controlled long-term experiments. 
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COMMITTEE ON COSMETICS 


Report of the Committee 


This is the first in a series of two reports on the 
effects of the sun on the skin. This article is intended 
to provide the physician with some explanation re- 
garding the effects of sunlight on the normal skin and 
to inform him how his patients can protect themselves 
from its harmful effects. 

Veronica Lucey Coney, Secretary. 


WAYS AND MEANS TO SAFE SUNBATHING 


The response of the normal skin to a single exposure 
to the sunlight and the consequences to the normal 
skin of continued excessive exposures over a period of 
years are well recognized. It is on the basis of these 
observations that advice has been formulated to guide 
the major portion of the American population whose 
exposures to the sun range between these two ex- 
tremes. 


Chronic Exposure to the Sun 


The threat of malignancy is not a concern of the 
occasional sunbather, but the evidence is clear that 
chronic exposure to sunlight can be one of the major 
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factors in the production of precancerous and cancer- 
ous conditions of the skin. This is as pertinent to the 
health of the ardent outdoor sportsman and sun en- 
thusiast as it is to the farmer, the sailor, the sheep- 
herder, or the cowboy, who follow vocations in which 
chronic solar exposure has long been recognized as an 
occupational hazard.’ All individuals engaged in year- 
round outdoor pastimes as well as occupations should 
be urged to adopt protective measures. Most warnings 
should be directed toward the sandy-haired, light- 
complexioned, blue-eyed person, for the dark-haired, 
brown-eyed, olive-skinned person and the Negro have 
much better protection against the damaging rays. 
However, even members of the latter groups are not 
immune to the effects of the sun’s rays, and they will 
suffer acute or chronic damage if exposure is suffi- 
ciently potent, repeated, or prolonged. Complete im- 
munity to the sun can never be assumed. Precautionary 
measures are somewhat simplified by the increasing 
evidence that the wave lengths from the same spectral 
region that produces the sunburn complex are the 
principle cause of cancer of the skin in man.* Obvi- 
ously, whenever damage to the skin from the sun is 
suspected or feared, clothing should be worn to cover 
as much of the skin area as possible and preparations 
that completely screen out the sunburn rays should be 
used as supplementary measures to cover the face, 
neck, and hands. Emollient preparations massaged into 
the exposed skin regularly will help minimize skin 
dryness. In conjunction with these daily precautions, 
periodic examinations are urged so that all suspicious 
skin changes can be observed and properly treated. 


Acute Exposure to the Sun 


The degree of sunburn that develops in response to 
a given dose of ultraviolet radiation is a function of a 
number of environmental and individual variables. 
Furthermore, the range of safe dosages varies consid- 
erably between individuals and from time to time and 
from skin site to skin site in the same individual. The 
properties of the stratum corneum are thought to be 
a major factor in determining degrees of sensitivity. 
Nevertheless, for practical purposes the erythemal 
threshold has been established as an index to desig- 
nate the amount of ultraviolet radiation that will cause 
just perceptible skin reddening. Because of wide indi- 
vidual variations, this is at best an arbitrary index.® It 
does however provide a guide of sorts for the average 
sunbather. 

Radiation that produces sunburn constitutes less 
than 0.2% of total sunlight and is its most variable part. 
Seasonal changes are important. In the North Temper- 
ate Zone, the maximum insolation occurs on June 21; 
it is quite possible that a more severe sunburn may be 
received at the beginning of May than at the end of 
August. The time of day is another important variant 
in the erythema-producing rays. Even on a bright mid- 
summer day no sunburn is likely to occur from ex- 
posure before 8 a. m. and after 4 p. m., in contrast to 
midday, when the maximum degree of sunburn can 
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Conditions of the atmosphere contribute to the ef- 
fects of the sun on the skin. Sky radiation, which is 
sunlight that has been scattered by the gas molecules 
of the atmosphere, will produce burning without ex- 
posure to direct sunlight. On lightly overcast days, 
particularly in a fog, the burning rays are scattered 
and can produce severe sunburns. By contrast, dirt 
particles and smoke that contaminate the air may pro- 
vide considerable protection against sunburn by ab- 
sorbing sunburn-producing rays.” 


Mechanisms of Skin Tanning 


Three distinctly different physiological processes 
can result in tanning: (1) the production of new 
melanin granules in the melanocytes in the basal layer, 
(2) the outward migration of pigmented cells and 
melanin granules, and (3) the oxidative darkening of 
preformed melanin. 

The first two processes constitute “true” tanning, 
which is caused by the rays of the sun in the burning 
range. Since sunburn is a prerequisite, a preparation 
that prevents all burning rays from reaching the skin 
will prevent “true” tanning. After adequate exposure 
to the sun, pigment migration does not begin for at 
least 24 hours, and new pigment formation requires a 
few days. Therefore, the skin will not be obviously 
darkened until several days after exposure. Although 
a tan may persist for months or years, the thickening of 
the corneum, which makes the skin relatively immune 
to future sunburn, disappears approximately 2 months 
after the last exposure to the sun. 

Tanning by oxidation of existing pale melanin that 
has persisted from a previous tan is simpler and more 
rapid than “true” tanning; however, the individual 
tanned by this mechanism is deprived of a major 
source of resistance to future sunburn. The stratum 
corneum does not thicken. Tanning by this process is 
» not dependent upon sunburning but is caused by ultra- 
violet rays beyond the burning range. For this reason, 
it may occur at those times when sunburning is not 
expected, such as in early morning and late afternoon, 
in very early spring, and in late fall. In contrast to 
primary melanization, tanning by oxidation may take 
place in a matter of minutes after exposure to sunlight 
and through most window glass. Suntan preparations 
formulated to screen out all burning rays permit only 
this type of tanning, provided that the longer waves 
are not also absorbed by the sunscreen. This is the 
only type of tan that can occur in a day or a week-end. 
This obviously requires a special set of circumstances 
and rules out the possibility of a one-day tan for a 
major portion of the population. 


Healthfulness of a Tan 


Basking in the sun is healthful if by this is meant 
that the warmth of the atmosphere encourages relaxa- 
tion and a sense of well-being. The only objectively 
demonstrable beneficial effect produced by sunlight 
on the normal human skin is the formation of vitamin 
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D and the resultant antirachitic effect.‘ This action is 
stimulated by the same ultraviolet rays that cause sun- 
burn. Therefore, the prevention of these rays from 
reaching the skin, whether as the result of the presence 
of numerous dust particles in the air or the use of sun- 
burn preventives, will eliminate the only scientifically 
established beneficial action of the sun on the skin. 
This is not particularly significant.in this country, 
since the American diet provides an adequate vitamin 
D intake. 
Cosmetic Aspects of Sun Exposure 


The merits of a suntan in improving attractiveness 
is a matter of individual taste and local mores. The 
ranchers wife may regard a darkened skin as un- 
desirable at any time of year, whereas the city dweller 
in the North may place great pride in a skin darkened 
several shades in the winter. Since the improvement 
in skin appearance is a major objective in most sun- 
bathing, a general warning is in order. The exact point 
at which the cumulative effects of the sun manifest 
themselves in irreversible skin changes is unknown and 
individually very different. 

There is indisputable evidence that continued ex- 
posure to the sun weathers and ages the skin. The 
clinical picture resulting from chronic excessive sun 
exposure has been frequently described in medical 
literature.’ Gradual and inevitable changes take place 
in the superficial blood vessels of the exposed surfaces. 
The connective tissue of the skin undergoes degenera- 
tive changes that are reflected on the surface by wrin- 
kles and a coarsening in skin texture. The V of the neck 
becomes reddened, and spotted hyperpigmentation is 
noted over the exposed areas. This is somewhat rem- 
iniscent of freckling, but the dark spots are more 
irregular in shape and size than freckles. The lips 
sometimes become scaly, fissured, thickened, and 
eroded. Abnormalities of keratinization of different 
types and degrees develop. Some of these changes are 
premalignant (keratoses), the end-results of which 
can be skin cancer. 

Farfetched and unusual as these symptoms may 
seem to the average sunbather, there is undeniable 
evidence that the effects of the sun are cumulative and 
at some point irreversible. Complete immunity to the 
effects of the sun is nonexistent. Two or three months 
of sunbathing for several years may result in a com- 
plexion that remains notably darker than its original 
color; this incompletely faded tan may persist for 
years even though only a temporary tan is desired. 
Severe sunburns may result in a mottling in skin color 
that is cosmetically undesirable and may persist for 
some time. With the increasing trend towards outdoor 
activities, it is important to recognize not only the 
immediate effects of overexposure but also the long- 
range effects. 

Since the hair is an appendage of the skin, it is ap- 
propriate to include a caution on the cosmetic effects 
of overexposure of the hair to the sun. In the period of 
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exposure required to produce a significant suntan, hair 
exposed to the sun may assume many of the same 
characteristics as chemically bleached hair, except 
possibly that the hair is unevenly lightened in color. 
In time, sun-bleached hair becomes brittle and un- 
manageable, and neither oil treatments nor other 
claimed cures can restore the hair to its normal state. 
Hair waving, either of a temporary nature as in setting 
or in permanent waving, may produce inferior results 
on sun-damaged hair. There is no evidence at present 
that future hair growth or characteristics are altered 
by such overexposure. 


Ways and Means of Acquiring a Tan 


Gradual exposure to the sun is the safest and sim- 
plest method of acquiring an attractive tan. This 
method allows the skin to build up a natural resistance 
to the sun by increased pigmentation and progressive 
thickening of the stratum corneum.® At the same time, 
it minimizes the immediate possibility of a severe sun- 
burn with its accompanying discomfort, disfigurement, 
and possible systemic manifestations. It allows suffi- 
cient skin burning for a tan to develop evenly without 
the threat of excessive peeling. No suntan preparation 
should be used in this method of tanning by gradual 
exposure. As a general measure, the first period of 
exposure should be approximately 15 minutes around 
midday. This may be extended by a few minutes each 
day. An increment of 20 to 30% of the exposure time 
the day before is safe if there is no sudden change in 
intensity of sunshine. The clock is the only dependable 
guide to safe dosage. The color of the skin during sun- 
bathing is not reliable, because except in very severe 
burns reddening does not occur until more than an 
hour after actual burning. Furthermore, although it 
is natural to gauge the burning potential of the sun by 
the brightness of the day, the naked eye can not 
measure the intensity of the burning rays with any 
degree of accuracy.’ For those who tan with difficulty, 
this method of gradual exposure without a suntan 
preparation will theoretically produce the best results. 
The individual with an untanned skin who seeks to 
develop a tan by the application of a suntan prep- 
aration will neither burn nor develop a “true” tan, 
provided this preparation effectively screens out all 
burning rays and is used properly. Occasionally sub- 
stances that color the skin are included in a formula 
with the implication that ‘they are an aid to tanning 
when actually they stain the skin. 


Suntan Preparations 


The main advantage of suntan preparations is that 
they permit an individual to remain in the sun for a 
longer time without severe burning than if the skin 
were unprotected. An additional important function is 
the protection of patients who may suffer adverse 
effects from exposure to the sunburn rays (those with 
solar herpes, lupus erythematosus, polymorphous light 
eruptions, keratoses, skin cancer, and patients previ- 
ously treated with x-ray). Suntan preparations con- 
tain chemicals called sunscreens, which absorb the 
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burning rays of the sun in varying degrees. The 
first commercial sunscreen appeared in 1928 and 
was a combination of benzyl salicylate and benzyl 
cinnamate.* 

If a suntan preparation is claimed to be a preventive 
or treatment, it is regarded as a drug and must be 
labeled with the active ingredient, in this case, the 
screening agent. If the product is represented solely as 
a means of acquiring a tan, it is regarded as a cosmetic 
and the label need not include any statement on 
ingredients. 

Recently a survey of 10 stores in the Chicago area 
was conducted by the Chemical Laboratory of the 
American Medical Assoeiation.” Fifty-six different sun- 
tan creams, lotions, and oils were found, of which 30 
did not have active ingredients listed. Four others 
listed proprietary names of which only one could be 
identified by a search of the literature. Two suntan 
oils listed 2-ethylhexanediol-1,3 as the only active 
ingredient. This substance is an insect repellent. It 
has very little to recommend it as a light absorber. The 
sunscreening agents listed on the labels of the remain- 
ing preparations were: glyceryl p-aminobenzoate, 
isobutyl p-aminobenzoate, propylene glycol p-amino- 
benzoate, benzyl salicylate, dipropylene glycol 
salicylates, glyceryl salicylate, 2-ethylhexyl salicylate, 
homomenthy] salicylate, menthyl anthranilate, octyl 
anthranilate, benzyl cinnamate, and menthyl unbelli- 
ferone. The p-aminobenzcates and the salicylates were 
encountered with much greater frequency than the 
anthranilates, cinnamates, or unbelliferones. Notable 
among the sunscreens not found listed were digalloyl 
trioleate, tannic acid and its derivatives, and phenyl 
salicylate. Studies of light absorption indicate that the 
p-aminobenzoates and tannic acid are among the best 
screening agents presently in use.*° 

The Chemical Laboratory of the American Medical 
Association reports that tests on two popular brands 
of baby oils, both containing unknown amounts of 
lanolin, indicated that these oils transmit the erythema- 
producing wavelengths of light to such an extent that 
their use as screening agents cannot be recommended. 
Of the 56 samples, none stated the amounts of the 
active ingredient except the two oils that contained the 
ethylhexanediol. The amount of light absorbed by the 
screening agents depends primarily on the concentra- 
tion. The p-aminobenzoates are effective in concen- 
trations of about 2%. With poor screening agents, the 
use of high concentrations to achieve effectiveness may 
at the same time diminish the transmittance by scat- 
tering the wavelengths needed for the oxidative phase 
of the tanning process. Comparisons of the exact effec- 
tiveness of the finished products cannot be made with- 
out extensive tests. 


Selection and Use of a Sunscreen 


The selection of one brand of suntan preparation 
over another is virtually a hit-and-miss procedure. 
When the screening ingredient is listed on the label, 
it furnishes some point of reference from which to 
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operate; but this is not sufficient for reliable evalua- 
tion. The cosmetic elegance of the product can perhaps 
be determined by gross examination, but stability in 
terms of shelf life and exposure to the sun remain 
unknown as do other important properties. 

It is advisable on the basis of limited significant data 
to assume that all preparations share certain limita- 
tions."' One of the most significant limiting factors 
and the greatest risk in using sunscreen preparations 
is the allergic dermatitis that they cause in certain 
susceptible individuals.’* It can appear either shortly 
after the first use or only after weeks, months, or years 
of application. It is usually caused by allergy to the 
active sunscreening agent but may also be caused by 
other ingredients such as perfumes, lanolin, and vari- 
ous oils. 

No preparation is guaranteed to be safe for all users 
nor to protect all persons under all circumstances. 
Generally recognized directions for use will provide 
the best possible results ‘* and should include that the 
preparation be reapplied at least every two hours and 
more often if swimming or friction removes the pro- 
tective film. Sufficient material should be used to cover 
all exposed areas; the nose, shoulder blades, and V of 
the neck should receive special attention by frequent 
reapplications. Even under the best conditions, a burn 
may occur if exposure is sufficiently prolonged. A 
suntan preparation that permits users to tan must 
allow some burning rays to pass to the skin. Otherwise, 
previously unexposed and untanned skin will not be 
affected. 

Physical Screens 


When it is important to prevent sunburn and tan- 
ning as well, adequate clothing provides a most effec- 
tive physical screen. For this same purpose, special 
_ devices of cardboard and other opaque materials have 
been devised to protect the nose or other prominent 
_ areas. Closely woven brown, orange, or red fabrics 
offer the best protection, whereas loosely woven 
clothing may be less effective. Various kinds of white 
shirting become much more permeable to erythema- 
producing radiation when wet, presumably as a result 
of diminished scattering by wet fabrics. 

Under some conditions, life or death may depend 
on the prevention of overexposure to the sun. Much 
of the research that has produced present products 
was stimulated during World War II. In such in- 
stances, cosmetic elegance of the product is of rela- 
tively minor importance; this fact allows considerably 
more freedom in the chemical formulations. The essen- 
tial objective is to prevent the rays in the sunburning 
range from reaching the skin. Dark red veterinary 
petrolatum was recommended by one group of re- 
searchers for this purpose.’* This kind of product 
might be acceptable as a life-saving measure for pilots 
marooned on life rafts or in the desert after crashes; 
however, even if it were a superior sunscreen, its un- 
acceptable cosmetic aspects would preclude its use- 
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fulness for the general public. Such products are 
sometimes called “sun shades” or “parasols,” since they 
form an opaque barrier between the sun and the skin. 
Ordinarily the skin will neither burn nor tan when 
these products are used. In this group belong products 
containing high percentages of magnesium oxide, 
titanium dioxide, zinc oxide, bentonite, calamine, 
calcium carbonate, kaolin, and lithopone. Cosmetic 
make-up bases with heavy covering power contain 
high concentrations of these chemicals and offer con- 
siderable protection. The disadvantages are that these 
chemicals impart an unsightly white or pigmented 
covering to the skin; they may also cause heat stasis 
and hinder perspiration, with subsequent maceration 
and prickly heat. 
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Examination of the Heart.—It is a mistake for the physician to 
use his stethoscope before observing the patient, and palpating 
the pulse and the praecordium. By being suspicious of what 
may be found on auscultation, one is more likely to find it. 
As an example: the diagnosis of significant mitral stenosis can 
usually be made by feeling at the apex the sharp valve closure, 
associated with the short, loud, first heart sound. The stetho- 
scope may only confirm this or may reveal complicating valve 
disorders. In beginning the auscultation of a patient, it is often 
wise to start at the base where the second heart sound defines 
itself best, and proceed by short steps toward the apex. This 
method may be obligatory in the presence of tachycardia or 
when murmurs are atypical. Failure to observe this can cause 
the unwary to mistake diastole for systole. It is a far better 
procedure than attempting to time the sounds by palpation of 
the apex beat or the carotid pulse. After establishing the 
cardiac sounds and the rhythm, a quick survey of other prae- 
cordial regions should be made: the apex, ensiform, sternal 
borders, aortic and pulmonary areas and back of the chest. 
This should be done with both chest-pieces and with the pa- 
tient sitting and supine. The patient should be placed in the 
left lateral position and the apical region explored. Mitral 
stenosis of lesser degrees can easily be missed unless this is 
done, both before and after exercising the patient.—H. B. 
Sprague, M.D., The Art of Auscultation of the Heart, The 
Practitioner, March, 1956. 
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TREATMENT OF HODGKIN'S DISEASE 
GUEST EDITORIAL 
Ovid O. Meyer, M.D. 


The physician who devotes an appreciable amount 
of his time and effort to the treatment of the lym- 
phomas and leukemias is often accosted with the 
comment from his medical colleagues that such must 
be “a discouraging business.” Actually, in the treat- 
ment of such patients one does at times experience a 
feeling of despair, but not one of complete hopeless- 
ness or frustration, because much can be done for 
these individuals and great gratification can accrue 
from this, especially since the addition of the newer 
available therapeutic agents. Of particular interest is 
the patient with Hodgkin’s disease (lymphogranulo- 
matosis ), for several reasons. The disease is protean 
in its manifestations and often offers a real challenge 
diagnostically. In varying degrees it resembles both 
tumor and infection in its course, which is frequently 
bizarre in individual patients. Actually, it is conceiv- 
able that this may be a tumor with a virus or infectious 
etiology. The prognosis is decidedly variable, with no 
certain guide as yet available as to the probable dura- 
tion of the disease in any given patient at the outset. 
Thus, from time to time one has the satisfaction of 
unusual examples of patients who defy the statistics: 
for example, the patient with extensive proved Hodg- 
kin’s disease at the age of 7 (in 1937) who has finished 
college, is a working newspaperman, was married 24 
months ago, and is the father of a child; or the woman, 
with exacerbations and long remissions of her Hodg- 
kin’s disease, who raised five children and died of 
cerebral hemorrhage 25 years after the original diag- 
nosis. Other similar cases of patients with Hodgkin's 
sarcoma can be cited, as well as those with paragranu- 
loma or granuloma; so that the histopathology, al- 
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though of prognostic value in the series, is not necessar- 
ily decisive in the prognosis for the individual patient. 

Approximately 100 years ago Samuel Wilks de- 
scribed cases akin to some of those described by 
Thomas Hodgkin in 1832. Wilks established that there 
was an entity involving lymph nodes, and he later 
applied the name Hodgkin’s disease. Initially there was 
no specific treatment, but late in the 19th century 
potassium arsenite solution (Fowler's solution) was 
recommended in the first edition of Osler’s “Practice 
of Medicine.” There was early application of the newly 
introduced roentgen therapy in 1902-1905 by Pusey, 
Coley, Williams, Childs, Steiwand, Heineke, and many 
others. Ionizing radiation was essentially all that was 
available for the specific treatment of Hodgkin's 
disease until 1942, although Yates and Bunting, in 
1915, seeking surgical cure, advised radical excision 
of involved nodes. Among several hundred patients 
with Hodgkin’s disease, I have seen but one, a phy- 
sician, whose disease was sufficiently localized that I 
could recommend radical dissection of neck nodes. 
Localized disease warranting surgical excision is more 
frequent when dealing with lymphosarcoma, and cure 
therefrom is more likely, particularly if roentgen 
therapy is directed postoperatively to the involved 
site. It has been demonstrated that radioactive phos- 
phorus has little or no value in the treatment of Hodg- 
kin’s disease. 

The nitrogen mustards, tris (8-chlorethyl) amine 
hydrochloride and methyl-bis (8-chlorethyl) amine 
hydrochloride, were first employed in 1942. Use of 
the bis compound has gradually become standard. 
Its leukotoxic properties are dependent upon the 
ionization product, the ethylenimonium derivatives. 
Triethylene melamine was found to have nitrogen 
mustard-like properties in 1949, and shortly thereafter 
its effectiveness was demonstrated for the treatment 
of Hodgkin’s disease, lymphosarcoma, and leukemia. 
The action of this drug, which is given orally, also 
depends on its transformation to an ethylenimonium 
compound, and the effect is similar. The phosphora- 
mides have been more recently introduced. They 
possess the same potential toxicity (causing bone 
marrow depression, leukopenia, thrombocytopenia, and 
hypoplastic anemia) as do nitrogen mustard and 
triethylene melamine but have the advantage that they 
can be given intramuscularly. In 1953, Everett, Rob- 
erts, and Ross’ synthesized a series of water-soluble 
aromatic nitrogen mustards, and Galton and co-work- 
ers* have employed one of these, chlorambucil [p- 
( di-2-chloroethyl)aminophenylbutyric acid], or CB 
1348, in treatment of a variety of malignant lym- 
phomas, including Hodgkin's disease, with partial to 
striking remissions in some but not all cases. The 
steroid hormones—corticotropin, cortisone, prednisone, 
and prednisolone—which are not bone marrow depres- 
sants, have also been employed in the treatment of 
Hodgkin’s disease and other lymphomas as well as the 
leukemias. Occasionally remissions have been induced 
with these hormones, but not so regularly as with the 
other agents mentioned. Their greatest utility, how- 
ever, is in the patient who develops an acquired hemo- 
lytic anemia, for whom these chemicals then become 
important adjunctive therapeutic agents. 


. 
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Many other agents have been thought to have spe- 
cific value in the treatment of Hodgkin’s disease, and 
Hoster and co-workers * list over 50 chemicals. Colchi- 
cine has long been used, and there has been recent 
revival of interest in this chemical as an inhibitor of 
mitoses. The chicken—Hodgkin’s tissue antiserum used 
in England was found to be of little value and occa- 
sionally dangerous. The antireticulocytotoxic serum of 
Bogomoletz was also found to be without effectiveness. 
The most recent approach has been the use of anti- 
biotics, notably by the French and Germans, employ- 
ing actinomycin C,* but our experience with actinomy- 
cin D* has not been satisfactory. 

Aside from the so-called specific agents employed 
for the treatment of Hodgkin’s disease, various other 
aspects of the therapy should be kept in mind. Blood 
transfusions when indicated may sustain the patient 
and make him more comfortable. Antibiotics may be 
employed to treat intercurrent infection and analgesics 
freely utilized to control pain, which is most common 
when bone involvement exists. Simple measures for 
the improvement of the patient's general health are too 
often ignored. A well-balanced diet of no less than 
3,000 calories is clearly indicated, and weight gain, if 
thus achieved, is of great value in changing the outlook 
in some of these patients. When anemia, ordinarily 
normochromic or hypochromic, is present, the admin- 
istration of iron is desirable; liver extract and cyanoco- 
balamin (vitamin B,,) are usually not indicated, and 
their administration is wasteful. 

Of real importance is the maintenance over the years 
of the morale of these patients with malignant disease; 
this is an essential part of the physician’s job. One 
should never use the term Hodgkin’s disease in the 
patient’s presence but should substitute lymphogranu- 
lomatosis, for the layman either has read too much 
about the ravages of this disease in the newspapers 
or he has had a friend or acquaintance who has died 
of Hodgkin’s disease. A sincere, cheerful, optimistic 
attitude in dealing with these individuals and their 
“families is of inestimable value. These patients should 
be allowed to carry on normal activity if desired, since 
there is no evidence that reasonable activity is detri- 
mental; and I allow them much freedom. Rarely is 
there an emergency to deal with, and, once the diag- 
nosis is established by biopsy, there is no occasion for 
excitement and panic that will be quickly transmitted 
to the patient. Calm, judicious planning of the therapy 
for the treatment of the symptoms, since we do not 
anticipate cure, is in order; and, at the outset, for most 
patients, roentgen therapy is the present treatment of 
choice. However, the newer therapeutic agents have 
been efficacious and worthwhile. They have made the 
treatment of this disease more interesting, requiring 
greater skill and judgment than when only roentgen 
therapy was available; they have also permitted a more 
comfortable, economically sound life and, I believe, an 
actual prolongation of life in many instances. A totally 
pessimistic outlook is undesirable when dealing with 
the individual with Hodgkin’s disease. Life may be 
long, and in rare instances there may be apparent cure. 
Thus, one can look to the future with anticipation that 
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still more effective therapy will be developed for the 
treatment of Hodgkin’s disease, and one can derive 
some small satisfaction from the fact that the plight 
of, if not the prognosis for, such patients has already 
been ameliorated. 


CONTACT LENSES 


During the last few years considerable progress in 
manufacturing and fitting contact lenses has taken 
place in the United States. Contact lenses are not only 
used now for conditions that eyeglass lenses will not 
correct but also worn by many persons for cosmetic 
reasons, as well as for safety in certain sports and oc- 
cupations. Nevertheless, despite commercial advertis- 
ing, contact lenses do not take the place of eyeglasses 
in most cases in which ordinary eyeglasses give serv- 
iceable vision. In these cases contact lenses may be a 
useful adjunct to eyeglasses, but they do not enable 
most persons to discard their giasses completely. 
Fluidless corneal, or contact, lenses are indicated for 
patients with healed inflammatory disease of the 
cornea and corneal scars or deformities, such as kera- 
toconus, where adequate vision cannot be obtained 
with eyeglasses. Corneal, or contact, lenses have 
proved satisfactory for patients who have had a 
unilateral cataract extraction. Patients with high re- 
fractive errors, i. e., with myopia to a high degree, 
astigmatism, or farsightedness, who object to wearing 
thick lenses to correct the high refractive error, may 
wear corneal, or contact, lenses. 

Corneal sensitivity appears to be the greatest factor 
in determining tolerance to corneal lenses, and 
aphakia after surgery will usually result in diminished 
corneal sensitivity, which contributes to greater ease 
in accepting contact lenses. Contraindications to the 
corneal lens include merging corneoscleral curvature, 
which causes the lens to become easily displaced by 
the movement of the eyelids, lack of support from the 
eyelids when they cover no part of the cornea, active 
corneal disease, and psychological unfitness of pa- 
tients. 

An ophthalmologist should be consulted if the pa- 
tient contemplates wearing contact lenses, to deter- 
mine the suitability of the eye as well as the patient 
for wearing these lenses. Persons whose surface blood 
vessels dilate under all minor irritations, including the 
presence of dust, wind, sun and smoke, swimming, 
and the use of alcoholic beverages, usually do not 
tolerate contact lenses well. If a patient is allergic to 
plastic, lenses constructed from glass may be fitted. 
The prescribed contact lens should be checked by the 
ophthalmologist for fit and visual performance. The 
eye is examined periodically for signs of reactivation 
of healed or inactive pathological conditions of the 
cornea, as well as for corneal abrasion or irritation 
that may be caused by wearing the lens. Wearing 
time must be increased slowly and gradually to in- 
crease the tolerance to the lenses. Corneal lenses, if 
prescribed by the ophthalmologist and tolerated by 
the patient, can be recommended. 
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THE PRESUMPTION OF LEGITIMACY AND 
LACHES IN RELATION TO THE DENIAL OF 
PATERNITY 


A number of states have enacted statutes prescrib- 
ing the time within which a bastardy proceeding may 
be instituted—that is, the time within which the mother 
may commence a proceeding seeking to charge the 
putative father with the support of an _ illegitimate 
child. Even in the absence of such a statute, the 
weight of authority holds that bastardy proceedings 
are within general statutes of limitation. In other 
words, a mother must make a charge against the 
putative father within a specified period of time if 
she wants him to be declared the father of the child 
in question and held responsible for the financial sup- 
port of the child. These are actions that are positive 
in nature. What happens in the situation, however, 
where a woman attempts to obtain a legal separation 
and the husband finds, shortly before the suit is filed, 
that he is not the father of a child whom he has been 
supporting and claiming as his own for five years? Is 
it then too late for him to deny the paternity of the 
child? Is it ever possibie for a husband to deny the 
fatherhood of a child born to his wife during the 
existance of the marriage relation? A recent decision 
of the Supreme Court, Appellate Division, of New 
York, raised and answered some interesting questions 
along these lines.’ 

In this case the parties were married in 1946. They 
had three daughters, one 642 years of age, and twins 
+5 years of age. On Dec. 23, 1954, the defendant hus- 
band abandoned the plaintiff, and in 1956 the plaintiff 
sued for separation based upon abandonment, non- 
support, and cruel and inhuman treatment. In a coun- 
terclaim filed by the husband, it was alleged that on 
Dec. 22, 1954, he discovered for the first time that his 
wife had been living in adulterous intercourse with a 
named correspondent since October, 1948, and that the 
twins were born in October, 1949. He immediately 
abandoned the plaintiff and did not cohabit with her 
since that time. He denied the paternity of the twins. 

Section 306-a of the Civil Practice Act provides: 


Wherever it shall be relevant to the prosecution or d fense 
of an action . . . the court, by order, shall direct any party to 
the action . . . and the child of any such party and the person 
involved in the controversy to submit to one or more blood- 
grouping tests. . . . Whenever such test is ordered and made, 
the results thereof shall be receivable in evidence only where 
definite exclusion is established. 


After issue was joined, and pursuant to this statute, 
the defendant husband moved for an order directing 
a blood-grouping test of himself, the plaintiff, the 
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twins, and the correspondent, for the purpose of ex- 
cluding his paternity. This appeal followed the denial 
of his motion. 

A number of issues were presented, but, for the 
purpose of this discussion, the three principal ques- 
tions considered by the appellate division were (1) 
whether the blood tests are relevant to the prosecution 
or defense of the action; (2) whether the fact that the 
parties had been living together continuously since 
the birth of the twins, and for a period of five years 
thereafter, precludes defendant from asserting the 
claim of illegitimacy because of laches, and (3) 
whether the fact that defendant and plaintiff lived 
together during the period of gestation creates a con- 
clusive presumption of legitimacy. 

The plaintiff alleged that the twins were issue of the 
marriage and asked provision for their support as part 
of the judgment. The defendant denied the paternity 
of the twins. Regardless of who prevails, a provision 
for the support of the twins will be an integral part of 
the judgment. Inasmuch as defendant's obligation to 
support the twins depends upon his paternity, the 
court held that the blood-grouping test cannot be 
irrelevant to the prosecution or defense of the action 
within the meaning of the above law. 

With respect to the second issue, the court said that 
there was no validity to the claim of laches. The de- 
fendant alleged that he learned about his wife's adul- 
terous conduct on Dec. 22, 1954, and that he left his 
home the next day. Apparently the court felt that he 
acted as promptly in the matter as he possibly could. 

The final issue, and the one to which the court gave 
the most attention, was whether or not the presump- 
tion of legitimacy should be deemed to be conclusive 
under the circumstances existing in this case. It ap- 
peared that the plaintiff and defendant had lived 
together during the entire period of gestation and for 
five years thereafter. Reason and justice, said the 
court, as well as a recognition of the modern advances 
in science, compel a determination that the presump- 
tion of legitimacy is not conclusive but rebuttable. 
The probative value of the results of skillfully con- 
ducted blood-grouping tests has been widely accepted. 
The tests, of course, will be relevant only if they show 
noncompatibility as between the blood of defendant, 
the plaintiff, and the twins. If so, such evidence should 
be deemed conclusive as to nonpaternity. 

The artificially erected presumption of legitimacy 
was once considered as one of the strongest and most 
persuasive known to the law. There was a time when 
its rank was so high that, “if a husband, not physically 
incapable, was within the four seas of England during 
the period of gestation, the court would not listen to 
evidence casting doubt of his paternity.” An English 
case in 1807, however, said that this rule “has been 
long exploded on account of its absolute nonsense.” 
Judge Cardozo pointed out that the presumption of 
legitimacy, like other presumptions, is now subject to 
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rebuttal; that the old formula has yielded with the 
years to one more natural and supple; that, while there 
are survivals of the rule of “olden days,” the courts 
have, by and large, generally agreed that contrary 
evidence may shatter the presumption of legitimacy 
“though the possibility of access is not susceptible of 
exclusion to the point of utter demonstration.” Pre- 
sumptions, quoted the court, are looked upon as bats 
of the law, flitting in the twilight but disappearing in 
the sunshine of actual facts. It cannot be gainsaid that 
we have now reached the point where presumptions 
must yield to modern scientific facts. 

“While we do not hold,” concluded the court, “that 
blood-grouping tests should be granted on an applica- 
ticn of an alleged father, based on mere suspicion, we 
are of the opinion that the unusual circumstances pre- 
sented in the case at bar warrant the granting of this 
application.” Accordingly, the appellate division en- 
tered an order directing the plaintiff, the defendant, 
and the twins to submit to blood-grouping tests and 
that the defendant bear the expense of such tests. 

This case certainly points out quite clearly and un- 
mistakenly what the law is in New York—a husband 
may question the paternity of a child even though he 
has lived with the mother during the entire period of 
ge.tation and for five years thereafter. Correspondence 
with the physicians who performed the blood tests in 
this case reveals that the tests actually did definitely 
exclude the defendant as a possible father of the twins. 
Science has prevented the continuation of an injustice 
to a husband by the activities of an unfaithful wife. 


1. Anonymous, Respondent, v. Anonymous, Appellant, and Anonymous, 
Respondent. Decided March 26, 1956. 150 N. Y. S. (2) 344. 


INTERNAL REVENUE SERVICE REJECTS 
KINTNER CASE AS A PRECEDENT 


The Internal Revenue Service has ruled that a group 
of doctors who adopt the form of an “association” in 
order to obtain the benefits of corporate status for the 
purposes of section 401 (a) of the Internal Revenue 
Code of 1954 (which permits the establishment of 
tax-deferred pension plans for employees) is in sub- 
stance a partnership, and the doctor-members are 
employers and therefore not employees. The contrary 
position expressed in the case of United States v. 
Arthur R. Kintner et ux., 216 Fed. (2d) 418, will not 
be accepted by the Internal Revenue Service as a prec- 
edent in the disposition of other cases involving similar 
fact situations. 

The ruling was made in connection with a request 
for advise as to whether an association of doctors that 
formerly operated as a partnership may be treated as 
a corporation for federal income tax purposes. The 
further question presented was whether a doctor- 
member of the former partnership was an employee 
of the partnership for the purpose of the requirements 
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for establishing a pension plan under section 401 (a) 
of the Internal Revenue Code of 1954, ( corresponding 
to section 165 (a) of the 1939 Code). This section of 
the code permits employees tax deferment for amounts 
contributed to qualifying retirement pension plans. 

In the Kintner case, the circuit court of appeals for 
the ninth circuit held that the Western Montana Clinic 
met more of the criteria of a corporation than of a 
partnership. Having determined that the clinic was an 
association, which is treated for tax purposes as a 
corporation, the court further held that the pension 
plan established by the association satisfied the re- 
quirements of section 165 (a) of the 1939 Internal 
Revenue Code. In reaching this conclusion, the court 
credited the doctor-members with prior years of serv- 
ice as partners as constituting qualifying years of em- 
ployment for purposes of the pension plan of the 
association. 

The more recent ruling of the Internal Revenue 
Service, which does not accept the court’s findings, 
states in part: 


It is held that a group of doctors who adopt the form of an 
association in order to obtain the benefits of corporate status 
for purposes of section 401 (a) of the Internal Revenue Code of 
1954 is in substance a partnership for all purposes of the 
Internal Revenue Code. It follows that the doctor-mem- 
bers are employers and therefore not employees. . . . Further- 
more, any period of service as members of a prior partnership 
will not be credited as a period of employment for purposes of 
the above section. The contrary position expressed in the case 
of United States v. Arthur R. Kintner . . . will not be accepted 
by the Internal Revenue Service as a precedent in the dispo- 
sition of other cases involving similar fact situations. (Rev. Rul. 
56-23 ) 


Progress in Electroconvulsive Therapy.—In 1938 Cerletti and 
Bini introduced electro-convulsive therapy for the treatment 
of certain psychiatric disturbances. Since then it has been dem- 
onstrated that ECT is a safe, valuable addition to our therapeu- 
tic armamentarium. Recent modifications have increased its 
safety, its therapeutic effectiveness and have broadened its 
scope of application. Last year in this country alone, an esti- 
mated minimum of 150,000 treatments per day were adminis- 
tered in psychiatric institutions, in general hospitals and in 
psychiatrist’s offices. When ECT was introduced, it was feared 
that this measure was drastic, likely to produce serious compli- 
cations and even fatalities. Hence the initial list of contra-in- 
dications to ECT was quite lengthy. It included cardiovascular 
disease, hypertension, neurological disease, tuberculosis, mus- 
culo-skeletal disease, pregnancy, advanced age, debilitation 
and cerebral neoplasms. The experience of the past decade 
has demonstrated that initially we were too conservative, most 
probably because we were more impressed with the external 
manifestations of the convulsive reaction that we were with 
the internal physiologic alterations which take place with a 
seizure. We know now that patients with a history of angina 
or a previous coronary occlusion may be treated with ECT. 
The decision as to whether or not a patient with cardiovascular 
disease should be treated with ECT should not rest in the 
hands of the internist or the cardiologist who is unfamiliar with 
the effect of convulsive therapy. It is the psychiatrist on the 
basis of his knowledge of ECT who must determine the advisa- 
bility of treatment.—F. J. Ayd, Jr., M. D., Progress in Electro- 
Convulsive Therapy, Maryland State Medical Journal, March, 
1956. 
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MEDICAL NEWS 


CALIFORNIA 


Study on Effects of Smog.—A two-year study of the chronic 
effects of smog on normal lungs and lungs affected with tubercu- 
losis and other respiratory diseases will be made at the Collis 
P. and Howard Huntington Memorial Hospital Institute of Medi- 
cal Research under a grant from the Pasadena Tuberculosis 
Association. Dr. Clinton H. Thienes, institute director, will con- 
duct the project, studying the effects of ozone, nitrogen dioxide, 
and mixtures of the two on lungs of normal animals and those 
suffering with tuberculosis. 


Disaster Planning for Medical Services.—The Bulletin of the 
Alameda-—Contra Costa Medical Association devotes a 32-page 
section of its April issue to a detailed treatment of “Disaster 
Planning for Medical Services,” prepared by the disaster com- 
mittee of the association with the assistance of the offices of civil 
defense of Alameda and Contra Costa counties. Dr. Wayne P. 
Chesbro, Berkeley, chairman of the committee, contributes an 
article on “Disaster Planning Organization of ACCMA.” Other 
articles are on hospital disaster planning, area status of disaster 
planning, radiological disaster planning, organization of resources 
in state and federal disaster planning, and legal information con- 
cerning liability, responsibility, and compensation of physicians 
in disaster service. 


Personal.—Dr. Arnold M. Scholz, Los Angeles, medical director 
of the Pacific Electric Railway Hospital Association, recently 
retired after 40 years of company service. He was honored at a 
luncheon, where fellow employees presented him with a watch. 
Dr. E. Craig Heringman, West Los Angeles, was appointed as 
his successor.—--Dr. Dave F. Dozier, Sacramento, has been ap- 
pointed by Governor Knight as a member of the State Board of 
Public Health, to succeed the late Dr. James F. Rinehart of San 
Francisco.——Dr. Russell 1. Johnson, Midway City, was recently 
given the annual Community Service award of American Legion 
Post 555. Dr. Johnson was president of the medical staff of Santa 
Ana Community Hospital in 1952 and is presently a member of 
the Midway City Sanitary Board. He has served in the Midway 
City Fire Department and local boy scout organizations and is a 
past-president of the Rotary club.——Dr. Dennis S. Shillam, chief 
pathologist at Pomona Valley Community Hospital since 1950, 
has resigned his post to become director of laboratories at Collis 
P. and Howard Huntington Memorial Hospital in Pasadena. Dr. 
Jay James Palmer, senior pathologist at the Veterans Administra- 
tion Center in West Los Angeles for the past nine years, succeeds 
Dr. Shillam as pathologist at Pomona Valley Community Hos- 
pital. 


CONNECTICUT 


Cancer Record Register.—According to the state department of 
health, records on cancer for all of Connecticut over the peri 

1935-1951 show significant progress, which may be attributed to 
improvement in diagnosis and treatment. “Cancer in Connecticut, 
1935-1951” contains data on 75,494 cases recorded in the Con- 
necticut Cancer Record Register, which is said to be the only 
known continuous record over so long a period of all recognized 
cases of cancer collected from the total population of the state 
with a lifetime medical follow-up. Five-year survivals of Con- 
necticut cancer patients increased from 19% (1935-1940) to 25% 
(1947-1951) for males and from 29 to 38% in the same periods 
for females. The study shows that 39% of patients with localized 
cancer in the 1935-1940 period met the five-year survival index, 
and this increased to 44% in the 1941-1946 span and 51% in the 
1947-1951 interval. In cases in which cancer had not been de- 
tected early enough but had spread to nearby tissues, the five- 
year survival index increased from 18 to only 22% in these same 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


periods, while the proportion of those with distant spread of 
their disease remained at about 2% for the entire 17-year period. 
Marked improvement was noted in survival rates for those with 
cancer of the large intestine, rectum, prostate, thyroid, uterine 
cervix, or main body of the uterus. The report indicates relatively 
no improvement, however, in survival rates for those with cancer 
of the stomach, lung, esophagus, or ovary. Cancer incidence rates 
were higher for urban than for rural populations. 


LOUISIANA 


Course in Music Therapy Established at Tulane.—A course of 
study leading to the profession of music therapy has been estab- 
lished at Tulane University School of Medicine, New Orleans, 
effective in September. The new program has been established 
in response to the growing need for persons trained in the field 
of music therapy for work in hospitals or with physically or emo- 
tionally maladjusted children. The program will include courses 
equivalent to a major course of study in music at Tulane, with 
emphasis on practical performance, also courses in general, ab- 
normal, and social psychology; psychology of adolescence; social 
problems; the family; and introduction to sociology. The new 
program was established through the efforts of Mr. Durel Black, 
senior partner in a New Orleans general insurance firm, and Loyd 
W. Rowland, Ph.D., director of the Louisiana Association for 
Mental Health, who have been active in the encouragement of 
the use of music as a treatment for the mentally ill. 


MASSACHUSETTS 


Grant for Research on Vaccines.—The department of tropical 
public health, Harvard School of Publi Health, Boston, has 
received a three-year grant of $30,000 from the Lederle Labora- 
tories division of the American Cyanamid Company for study, 
by the tissue culture method, of chickenpox, German measles, 
and other infectious diseases for which specific preventive meas- 
ures such as vaccines have not yet been developed. This research 
work will be under the direction of Dr. Thomas H. Weller who 
shared the 1954 Nobel Prize in Medicine and Physiology as a 
co-discoverer of the tissue culture method of growing viruses. 


Study of Rehabilitation Techniques.—A grant of $105,000 has 
been made by the U. S. Office of Vocational Rehabilitation to 
the Robert B. Brigham Hospital, Boston, to support a three-year 
study of rehabilitation techniques on patients suffering from 
arthritis and other rheumatic diseases. Rehabilitation services of 
the Bay State Society for the Crippled and Handicapped, the 
Community Workshops, and the State Division of Vocational 
Rehabilitation will be integrated with the services of the hospital, 
which has been specializing in the treatment of arthritis for over 
40 years. Co-directors of the project are Dr. Joel C. Goldthwait, 
visiting physician at the hospital, and Mr. Wallace J. Fletcher. 
The total cost of the project is $156,000, and the grant is being 
supplemented by services and funds from the participating 
agencies as well as financial support from the Arthritis and 
Rheumatism Foundation. 


Personal.—Dr, Paul Dudley White delivered the Herman G. 
Weiskotten Lecture at the annual Syracuse Medical Alumni 
Association meeting at the State University of New York College 
of Medicine at Syracuse June 9 on “Health vs. Disease or a Plea 
for Positive Health.”"——Dr. Oliver Cope, associate professor of 
surgery, Harvard Medical School, Boston, served as visiting pro- 
fessor of surgery, June 6-9, at the University of Cincinnati Col- 
lege of Medicine. Dr. Cope also addressed the University of 
Cincinnati College of Medicine Alumni Association at its annual 
dinner June 7, where he presented “The Conflict Between Facts 
and Wisdom in Medicine.”——Dr. Sydney S. Gellis, pediatrician- 
in-chief, Beth Israel Hospital, Boston, since 1951, has been 
appointed professor of pediatrics and chairman of the depart- 
ment at Boston University School of Medicine and administrative 
head of the department of pediatrics of the Boston City Hospital. 
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Dr. Gellis has been a member of the staff in pediatrics at Yale 
University School of Medicine, New Haven, Conn.; Johns Hop- 
kins University School of Medicine, Baltimore; Children’s Hos- 
pital Research Foundation, Cincinnati; and the Children’s 
Hospital and Harvard Medical School, Boston.——Dr. David G. 
Freiman, pathologist-in-chief, Beth Israel Hospital, Boston, has 
been appointed clinical professor of pathology at the Harvard 
Medical School. Dr. Freiman formerly was associate professor of 
pathology at the University of Cincinnati College of Medicine. 
From 1944 to 1950, when he was affiliated with the Massachu- 
setts General Hospital in Boston, Dr. Freiman was instructor in 
pathology at Harvard Medical School. 


MICHIGAN 

Children’s Psychiatric Unit.—The University of Michigan, Ann 
Arbor, recently dedicated the Children’s Psychiatric Unit of the 
University Hospital as the first unit of a proposed children’s 
hospital that will provide all the usual pediatric services and will 
enable the university to expand its educational programs for 
students who plan to enter pediatric service. The 2-million-dollar 
building consists of four patient floors, each containing a dining 
room and play and sleeping areas, and a one-story wing that 
houses the offices and consulting rooms for the outpatient de- 
partment, It will accommodate 75 patients up to the age of 14 


Children’s Psychiatric Unit Building at the University of Michigan. 


years. Each patient will receive regular instruction, so that he 
will be prepared to reenter school when released. Workshops for 
woodcraft, sewing, and other handicrafts are part of the occupa- 
tional therapy and school areas. The outside playground has a 
wading pool, sandbox, picnic tables and grill, baseball and volley 
ball areas, and athletic equipment. The unit contains a 26-ft. 
swimming pool, a fully equipped gymnasium, and a 114-seat 
auditorium. The new building has freed space in the Neuro- 
psychiatric Institute that is being converted into a 25-bed ward 
for treatment of emotionally disturbed adolescents, aged 15-18. 


MISSISSIPPI 


State Medical Election.—At the annual meeting of the Mississippi 
State Medical Association, Dr. Henry C. Ricks, Jackson, was in- 
stalled as president and Dr. Howard A. Nelson, Greenwood, was 
chosen president-elect. 


University News.—Dr. Elmer E. Pautler Jr., chief of laboratory 
service in the U. S. Army hospital at Fort Campbell, Ky., was 
named associate professor of pathology at the University of 
Mississippi Medical Center in Jackson, effective Aug. 1. Dr. 
Pautler was previously assistant professor of pathology at the 
University of Miami School of Medicine, Coral Gables, Fla. 


MISSOURI 


Golden Anniversary Bulletin.—In honor of its diamond jubilee 
the Jackson County Medical Society has published a 456-page 
golden anniversary bulletin (June 30). The volume contains a 
history of the county society and of the Missouri State Medical 
Association as well as information concerning hospitals, societies, 
medical centers, clinics, and other institutions and organizations. 


NEVADA 

State Medical Meeting in Reno.—The 53rd annual meeting of the 
Nevada State Medical Association (Dr. Frederick M. Anderson, 
Reno, president) and the 7th annual conference of the Reno 
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Surgical Society (Dr. Wesley W. Hall, Reno, president) will 
convene jointly at the Riverside Hotel, Reno, Aug. 22-25. The 
sessions will open Wednesday with a luncheon at the Hotel 
Mapes. Mr. Leo E. Brown, Chicago, director, A. M. A. Depart- 
ment of Public Relations, will speak on “Accentuate the Posi- 
tive.” Mr. Brown will speak Thursday afternoon on “Medical 
PR, U. S. A.” Thursday noon the luncheon speaker will be Dr. 
George F. Lull, Secretary-General Manager of the American 
Medical Association. His topic will be “What the A. M. A. Offers 
You.” Dr. Lull will discuss “Medical Legislation” at 4:05 p. m. 
Friday. Other guest speakers and their dual presentations in- 
clude: 

Frederick C. Cordes, San Francisco, Endocrine Exophthalmos; Ocular 
Manifestations of Diabetes. 

Russell R. deAlvarez, Seattle, Toxemias of Pregnancy; Use of Hormones 
in Obstetrics and Gynecology. 

William C. Deamer, San Francisco, Prevention and Treatment of Hay 
Fever and Asthma in Childhood; Problems Presented by Normal 
Puberty in Boys and Girls. 

LeRoy D. Fothergill, Walkersville, Md., Pathogenesis of Respiratory 
Infections; Biological Warfare and Its Defense. 

Henry N. Harkins, Seattle, Choice of Surgical Treatment for Peptic Ulcer; 
Present Status of the Treatment of Burns. 

William L. Hewitt, Los Angeles, Antibictic Problems in the Manage- 
ment of Infectious Diseases; Clinica! Features and Treatment of 
Gram-Negative Bacillary Infections. 

Nils P. Larsen, Honolulu, T. H., Diagnostic Problems; Atherosclerosis 
and the Animal Fat Diet. 

Fredrick J. Stare, Boston, Nutrition and Cardiovascular Disease; Fat 
Emulsions in Parenteral Nutrition. 

Joseph A. Weinberg, Long Beach, Calit., Vagotomy and Pyloroplasty in 
Treatment of Duodenal Ulcer; Regional Lymphatics in Treatment 
of Cancer of the Colon. 


Cocktail parties, 7 p. m., have been scheduled for Wednesday at 
the Supper Club, Moana Lane, and for Thursday at Roaring 
Camp, Harolds Club; a round-table luncheon has been planned 
for Friday noon and a banquet for Friday evening at the River- 
side. The banquet speaker, Dr. Larsen, medical adviser, Hawai- 
ian Sugar Planters’ Association, will present “Ancient Hawaiian 
Medicine.” Saturday morning will be devoted to a panel discus- 
sion moderated by Dr. John W. Cline, San Francisco, Past- 
President of the American Medical Association. The woman’s 
auxiliary will meet simultaneously. 


NEW JERSEY 

Hospital News.—The Atlantic City Hospital will have as visiting 
chief pro-tem. Dr. Alexander Marble, Joslin Clinic, Boston, 
Aug. 13-17. There will be no programs for Aug. 20-24 and 
Aug. 27-31. 


Dr. Cosgrove Honored.—On Oct. 13 Dr. Samuel A. Cosgrove, 
former medical director and superintendent, Margaret Hague 
Maternity Hospitai, Jersey City, and clinical professor of ob- 
stetrics, Columbia University College of Physicians and Surgeons, 
New York, will be guest of honor at a reception and dinner 
attended by his former hospital residents and colleagues. A 
special expanded issue of the Bulletin of the Margaret Hague 
Maternity Hospital, dedicated to him, will be presented by Dr. 
Joseph P. Donnelly, the present medical director, Since the 
hospital opened in 1931, over 170,000 babies have been delivered 
there and approximately 140 physicians have completed resi- 
dency training in obstetrics. 


NEW YORK 

Society News.—The Research Society of the State University 
College of Medicine in Brooklyn recently elected Dr. Julius 
Belford, Ph.D., president; Dr. Richard L. Day, vice-president; 
and Dr. Albert Hirschman, Ph.D., secretary-treasurer, 


Dr. Street Honored.—Dr. William Walter Street, clinical profes- 
sor of medicine, State University of New York College of Medi- 
cine at Syracuse, was honored by his colleagues June 21 at a 
dinner held at Drumlins, marking Dr. Street’s retirement from 36 
years of teaching at the college of medicine in order to devote 
full time to private practice. The main speakers at the dinner 
were Dr. William R. Willard, dean of the college of medicine, 
Dr. Richard H, Lyons, professor and chairman of the department 
of medicine, and Drs. Edward C. Reifenstein Sr. and Wardner 
D. Ayer. Among the 60 guests at the dinner were members of 
the department of medicine at the college and former medical 
residents who had been students of Dr. Street. 
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New York City 


Clinic for Corneal Transplants.—A clinic is held every Monday 
morning in the outpatient department of Kings County Hospital 
to evaluate patients for corneal grafting, under the auspices of 
the State University of New York College of Medicine at New 
York City, Brooklyn, through the cooperation of the Eye Bank 
for Sight Restoration Inc., 210 E. 64th St., Manhattan; the Kings 
County Hospital, Brooklyn, which has been contributing corneas 
to the eye bank for several years and which provides facilities 
for corneal transplants; and the state university, which provides 
the physicians. 


Courses on Accident Prevention.—The Center for Safety Educa- 
tion at New York University has scheduled the following courses 
on accident prevention: 


Sept. 24-Jan. 14, Accident Prevention—Its Background, Objectives, 
and Relationships (SC-1); Philosophy and Basic Principles of Ac- 
cident Prevention (SC-2). 

Sept. 25-Jan, 22, Industrial Hazards—Mechanical and Personal: Con- 
trol Methods (SC-3); Principles of Safety Inspection (SC-14); 
Marine Accident Prevention (SC-17). 

Sept. 26-Jan. 16, Accident Prevention for Motor Vehicle Fleets (SC-9). 

Sept. 27-Jan. 17, Industrial Safety Technology and Instrumentation 
(SC-18); Fire Prevention and Protection Inspection (SC-8). 


Information may be secured from the Center for Safety Educa- 
tion, New York University, Room 42, 6 Washington Square 
North, New York 3 (telephone SPring 7-2000, extension 312 or 
632). 


Society News.—The Committee to Protect Our Children’s Teeth, 
Inc. (105 E. 22nd St.) has been organized “to spread facts and 
correct misinformation on fluoridation of water supplies.” Dr. 
Benjamin M. Spock of Pittsburgh, visiting professor of chilc 
development at Western Reserve University, Cleveland, is 
chairman of the committee, which has as vice-chairmen Mrs. 
Mary W. Lasker, president of the Albert and Mary Lasker 
Foundation; Mr. Basil O'Connor, president, National Foundation 
for Infantile Paralysis; Dr. Thomas Parran, dean, Graduate 
School of Public Health, University of Pittsburgh; and Dr. 
William P. Shepard, New York, second vice-president for health 
and welfare, Metropolitan Life Insurance Company. The State 
Charities Aid Association, a voluntary organization that is partici- 
pating with the committee in its educational campaign, is accept- 
ing contributions toward a $100,000 budget for “an intensive 
campaign through all available media.” 


Emeritus Professors.—Columbia University has designated as 
emeritus members of the faculty Dr. Joseph Schroff, William 
Carr Professor of Oral Surgery, who has served on the Columbia 
University College of Physicians and Surgeons since 1921, and 
Dr. Alan DeForest Smith, who taught at the college for 37 years, 
serving as professor of orthopedic surgery since 1940 and as 
executive officer of the department since 1947. Dr. Smith retires 
also from directorship of the New York Orthopaedic Dispensary 
and Hospital. Dr. Smith is consulting orthopedic surgeon to the 
Roosevelt Hospital, Southampton (N. Y.) Hospital, and Green- 
wich (Conn.) Hospital and consultant to the New York City 
Department of Health, the New York State Department of 
Health, and the National Foundation for Infantile Paralysis. 
Retiring from his academic posts only, Dr. Smith will retain his 
private practice. Dr. Schroff holds the honorary position of 
consultant in oral surgery at the Mount Sinai Hospital, where he 
served for 24 years as chief in oral surgery. He is currently 
attending oral surgeon at the Jewish Memorial and Presbyterian 
hospitals. 


NORTH CAROLINA 


“The Professor” Award.—Dr. John T. Sessions, assistant professor 
of medicine, University of North Carolina School of Medicine, 
Chapel Hill, was named as the first recipient of “The Professor” 
award, given by the senior class to the member of the faculty 
who in their opinion contributed most to their medical education 
in their four years in the medical school. 


Accidental Deaths.—According to Dr. Charles M, Cameron, 
Raleigh, accident epidemiologist of the North Carolina State 
Board of Health, home and farm accidents in 1955 claimed the 
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lives of 764 North Carolinians, to account for one-third of the 
state’s total accidental deaths. Non-motor-vehicle accidents re- 
maincd as the leading cause of deaths among infants and children. 
Total fatalities from accidents in the home and on the farm 
decreased, however, while other types of accidental deaths in- 
creased or remained stationary. Dr. Cameron points out, “The 
1955 death rate from home and farm accidents was 17.7 per 
100,000 persons in the state while the 1954 rate was 19.4. If the 
savings of lives achieved in 1955 had been possible five years ago, 
over 500 North Carolinians now dead would be live, contributing 
citizens of the state.” 


Personal.—Dr. W. Reece Berryhill, dean, University of North 
Carolina School of Medicine, Chapel Hill, received the honorary 
degree of doctor of science at the commencement exercises of 
Davidson College in Davidson.——Dr. Harold R. Pratt-Thomas, 
Charleston, has received the American Cancer Society award for 
1955 “in recognition of his important contributions to the control 
of cancer” in the fields of research and diagnosis.——The Deryl 
Hart Society is being organized by former residents who served 
under Dr. Deryl Hart, professor of surgery, Duke University 
School of Medicine, Durham. Dr. Hart was recently elected 
vice-president and president-elect of the Southern Society of 
Clinical Surgeons and president of the Southern Surgical Asso- 
ciation.——Dr. Paul F. Whitaker of Kinston was recently elected 
president of the University of North Carolina Medical Founda- 
tion, Chapel Hill, to succeed Major Lennox P. McLendon, LL.B., 
of Greensboro, whose new duties as a member of the State Board 
of Higher Education prompted his resignation.——Dr. Nelson K. 
Ordway, professor of pediatrics, University of North Carolina 
School of Medicine, Chapel Hill, recently participated in the 
International Seminar on Organization of Children’s Hospitals 
in Paris, France, conducted by the International Children’s Cen- 
ter. Dr. Ordway, who was the official United States representa- 
tive at the meeting, presented a paper entitled, “Organization of 
Newborn and Infant Services.” Dr. Ordway was also invited to— 
address the Vienna Medical Society at Vienna, Austria, and to 
be a guest of the department of pediatrics of the University of 
Vienna Medical School during his stay in Austria. 


SOUTH CAROLINA 


Annual Scientific Meeting.—The staff of Self Memorial Hospital, 
Greenwood, will hold its sixth annual scientific session Aug. 25. 
The following papers will be presented: 


Scapulo-Costal Syndrome, Arthur A. Michele, Brooklyn, N. Y. 
Brain Injuries, Edgar F. Fincher, Emory University, Ga. 


Fluid and Electrolyte Balance, Kathleen E. Roberts, New York. 
Curable Deliriums, Eugene A. Stead, Durham, N. C. 


Oral Manifestations of Systemic Disease, Emanuel Cheraskin, Birming- 
ham, Ala. 


A motion picture, “Constrictive Pericarditis,” will be presented 
by Drs. R. Brooks Scurry and Richard E. Hunton, with discussion 
by Drs. Wiley N. Price and George Dillard, all of Greenwood. 
A panel discussion on low back pain by Drs. Michele, Fincher, 
Stead, and James A. McQuown, Greenwood, will conclude the 
program. There will be entertainment and a barbecue at the 
Greenwood Golf Club in the evening. 


GENERAL 


Deaths from Tornadoes.—According to the Metropolitan Life 
Insurance Company (1 Madison Ave., New York), tornadoes in 
the United States took 1,766 lives during the decade 1946 
through 1955 and inflicted injuries on about 10 times that many 
persons. Over the past 40 years there has been a tendency for the 
fatality toll to decrease from one decade to the next: 1916-1925, 
3,114; 1926-1935, 2,138; and 1936-1945, 1,896. 


Twelve Motorized Health Units.—The International Ladies Gar- 
ment Union, AFL, has announced plans for a fleet of 12 mobile 
units, equipped with x-ray facilities, dressing rooms, and eye- 
testing apparatus and manned by a doctor, a nurse, and a tech- 
nician. These units, which will serve the health needs of some 
120,000 members in sparsely settled areas of the South, Midwest, 
and Far West, are patterned after a $35,000 unit already operat-_ 
ing in western Pennsylvania. 
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Found—Watch and Reading Glasses.—A watch and a pair of 
reading glasses were found in the A. M. A. building during the 
time of the Annual Meeting in June. Since no one in the building 
has responded to the notices placed on each floor, perhaps one 
of the many persons who visited the headquarters during the 
meeting may have left these articles. Both items are being held 
in the office of the Bureau of Personnel and Industrial Relations 
at A. M. A. headquarters. 


Blind Golfers Association.—The United States Blind Golfers 
Association held its annual golf tournament July 27-29 at the 
Navajo Hills Country Club, Worth, Ill., under the sponsorship 
of the Lions Club. Transportation and maintenance of the sight- 
less contestants during the tournament and the general expenses 
of the tournament are assumed by the association. Those wishing 
to contribute to the organization may send donations to United 
States Blind Golfers Association, c/o Professional Golfers Asso- 
ciation of America, 134 N. LaSalle St., Chicago 2. 


Scholarships for Investigators and Teachers.—Through an insti- 
tutional grant from the Commonwealth Fund, the New York 
University College of Medicine will initiate an honors program 
and merit scholarships for the encouragement and support of 
students who wish to prepare for careers of investigation and 
teaching in medicine. The honors program, which will begin in 
the fall, will be open on a volunteer basis to about 15 students 
in each class qualified to carry the additional work that the 
program will add to the regular assignments of the present 
curriculum. Application for participation may be made at the 
time of applying for admission to the college; or any qualified 
student may join the program in his second or third year. Each 
student will be eligible for a position as research assistant in one 
of the departmental research laboratories during the second, 
third, and fourth years. Merit scholarships will be awarded 
annually, commencing in September 1957, and will provide 
$1,500 annually for tuition and other expenses, renewable each 
year for four years. Application should be submitted at the time 
application is made for admission to the college of medicine. 
Four one-year predoctoral scholarships of $1,500 each will be 
offered annually to candidates for the Ph.D. degree in the basic 
medical sciences, commencing in September, 1957. Application 
may be made on applying for registration as a predoctoral stu- 
dent in September, 1956, and thereafter. For information, con- 
tact: Office of the Dean, New York University—Bellevue Medical 
Center, 550 First Ave., New York 16. 


Radiological Conference.—The 18th Midsummer Radiological 
Conference of the Rocky Mountain Radiological Society will 
convene at the Hotel Shirley Savoy, Denver, Aug. 16-18, under 
the presidency of Dr. Maurice D. Frazer, Lincoln, Neb. Ad- 
dresses of welcome will be delivered by Dr. Clarence E. Hufford, 
Toledo, Ohio, president, Radiological Society of North America, 
Dr. Robert T. Porter, Greeley, Colo., president, Colorado State 
Medical Society, Dr. Bradford J. Murphey, Denver, president, 
Denver Medical Society, and Dr. Raymond R. Lanier, Denver, 
president, Colorado Radiological Society. “The Significance of 
the Iowa Decision on the Future of American Medicine and 
Hospital Relations” by Dr. Walter D. Abbott, Des Moines, will 
precede a luncheon meeting with the guest speakers. The after- 
noon scientific session will open at 1 p.m. with a symposium, 
“Hospital and Insurance Plans in Relation to American Medi- 
cine,” and will close with “Current Status of Radiotherapy in 
Carcinoma of the Cervix and Carcinoma of the Endometrium” 
by Dr. Isadore Lampe, Ann Arbor, Mich. The guest speakers’ 
dinner (informal) will be at 6 p. m. At 8 p. m. at a joint meet- 
ing with the Denver Medical Society, a seminar, “The Use of 
Radiation Therapy in the Treatment of Benign and Malignant 
Diseases,” will be moderated by Dr. Raymond R. Lanier, Denver, 
with Dr. Lampe and Dr. Frank H. Tanner, Lincoln, Neb., as 
collaborators. The Friday morning session will include a seminar 
on gastrointestinal bleeding, a symposium on highway safety, 
and luncheon with the guest speakers, one of whom, Dr. Fred J. 
Hodges, Ann Arbor, Mich., will present “The Rapid Develop- 
ment and Future Promise of Angiography” at 2:20 p. m. A social 
hour, 6 p. m., will precede the banquet (informal) Friday 
evening. A trip to Central City has been scheduled for Saturday, 
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with dinner at the Teller House, 6 p. m., and a play (“The Lark,” 
starring Miss Julie Harris) at the Central City Opera House, 
8:15 p. m. 


Prevalence of Poliomyelitis.—According to the National Office of 
Vital Statistics, the following number of veported cases of polio- 
myelitis occurred in the United States and its territories and 
possessions in the weeks ended as indicated: 
July 14, 1956 
Total — July 16, 
Paralytic Cases 


Area Type Reported Total 
Sngland States 


Middle Atlantie States 
East North Central States 
West North Central States 
South Atlantic States 
East South Central States 
West South Central States 
Mountain States 
Pacific States 
Territories and Possessions 


Pamphlet for Ministers on Mental Health.—The National Asso- 
ciation for Mental Health (1790 Broadway, New York 19) has 
issued a pamphlet, “Pastoral Help in Serious Mental Illness,” the 
third of a special series designed to give the clergy an under- 
standing of psychiatric disorders and their effects on the patient, 
his family, and the community, The 12-page pamphlet tells the 
minister how to recognize a psychotic parishioner and refer him 
to appropriate community resources and suggests ways in which 
the minister can cooperate effectively with the psychiatrist and 
with the patient’s family before, during, and after hospitalization. 
The pamphlet is available to the general public for 10 cents a 
copy, with special rates for quantity lots. 


Congress of Otolaryngology.—The sixth international Congress of 
Otolaryngology will be held May 5-10, 1957, at the Hotel 
Statler, Washington, D. C., under the presidency of Dr. Arthur 
W. Proetz. Topics for the plenary sessions will include Chronic 
Suppuration of the Temporal Bone, Collagen Disorders of the 
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Respiratory Tract, and Papilloma of the Larynx. Those wishing 
to present voluntary papers or motion picture films should apply 
before Oct. 1. The American Express Company has arranged 
three concurrent postcongress tours, which will begin May 11: 
Tour 1 (Eastern United States, 7 days) will include Baltimore, 
Philadelphia, Boston, and New York; Tour 2 (Middle West, 17 
days ) will include Baltimore, Philadelphia, St. Louis, lowa City, 
Rochester (Minn.), Chicago, Detroit, Niagara Falls (N. Y.), 
Boston, and New York; and Tour 3 ( West Coast, 3 weeks) will 
visit Baltimore, Philadelphia, St. Louis, the Grand Canyon, Los 
Angeles, San Francisco, Chicago, Niagara Falls, and New York. 
All three will be in Philadelphia at the time of the sixth Inter- 
national Congress of Bronchoesophagology, May 12-13. Tours 2 
and 3 will be in St. Louis at the time of the International Con- 
gress of Audiology, May 14-16, and Tour 2 will be in Chicago 
at the time of the International Voice Conference, May 20-22. 
For information communicate with Dr. Paul H. Holinger, General 
Secretary, Sixth International Congress of Otolaryngology, 700 
N. Michigan Ave., Chicago 11. 


LATIN AMERICA 


Congress of Dermatology.—The third Ibero Latin American 
Congress of Dermatology, organized by the Colegio Ibero Latino 
Americano de Dermatologia, will be held in Mexico City, Oct. 
21-27. The program will include scientific sessions, social re- 
unions, and tours to interesting places of Mexico. Official lan- 
guages will be Spanish, Portuguese, French, and Italian. Wagons 
Lits/Cook Co., will be the official agency for the congress. For 
information write to: Centro Dermatologico Pascua, 1/a. Calle 
Dr. Garciadiego 21, Mexico, 7, D. F., Mexico. 


Inter-American Seminars.—An Inter-American Seminar, organ- 
ized by the American Hospital Association, the International 
Cooperation Administration of the U. S. A., the Inter-American 
Hospital Association, and the National Department of Public 
Health of Chile, will be held in Santiago, Chile, Aug. 18-22. 
Information is obtainable from Dr. Abraham Horwitz, Casilla 
41, D., Santiago Chiite.——An Inter-American Seminar, organized 
by the American Hospital Association, the International Coopera- 
tion Administration of the U. S. A., the Inter-American Hospital 
Association, and the Department of Public Health of Guatemala, 
will be held in Guatemala City Aug. 13-15. Information is ob- 
tainable from Dr. Salvador Hernandez V., the Secretary of the 
Seminario Interamericano de Administration de Hospitales at 
Hospital Roosevelt, Guatemala City, Guatemala. 


FOREIGN 


Congress Against Alcoholism.—The 25th International Congress 
Against Alcoholism will convene in the Faculty of Science Build- 
ing, Istanbul University, Istanbul, Turkey, Sept. 10-15. Topics 
for discussion will include: Alcoholism—a World Problem; The 
Problem in the Middle East; the Growing Alcoholism in the 
World Today; and The Etiology of Alcoholism from the Sociolog- 
ical and Fsychiatric Aspects. A session on treatment will open 
with “The Dynamics of Alcohol Addicts” by Dr. Joseph Thimann, 
Boston, and will include “Carbon Dioxide Treatment of Chronic 
Alcoholics” by Ladislas J. Meduna, Chicago. Information may be 
obtained from the congress secretary, Archer Tongue, Interna- 
tional Bureau Against Alcoholism, Case Gare 49, Lausanne, 
Switzerland. 


Meeting of German Gynecologists.—The German Gynaecological 
Society will meet in Heidelberg, Sept. 18-22. The subjects for 
discussion include Preservation of the Life of the Fetus During 
Pregnancy and Birth; Anoxia of the Newborn; Exogenous Causes 
of Intrauterine Fetal Death and Its Prevention; Causes of Peri- 
natal Mortality in the Light of Genetics; The Importance of the 
Cervical Factor in Sterility; The Incidence of Uterine Cancer in 
Different Social Strata; Further Experience with Prophylactic 
Mass Examination in Fighting Cancer; Chorioepithelioma and 
Chorioepitheliosis; Possibilities of Relieving the Parturient 
Woman from Fear and Pain; and Early Diagnosis of Cancer with 
Special Consideration of Histology and Cytology. Communica- 
tions should be addressed to Prof. Dr. Hans Runge, President, 
German Gynaecological Society, Universitiats-Frauenklinik, 
Heidelberg, Germany. 


Meeting on Industrial Medicine.—The 21st anniversary meeting 
of the Association of Industrial Medical Officers will be held at 
the London School of Hygiene and Tropical Medicine, Keppel 
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Street, London, W.C.1, Sept. 24-28. A reception is to be held at 
Canterbury Hall on Monday evening. Tuesday morning, after 
the presidential address by Dr. R. S. F. Schilling, the pro- 
gram will be devoted to “The Elderly Worker.” Dr. Schilling 
will deliver the British Medical Association MacKenzie Memorial 
Lecture Tuesday afternoon at the British Medical Association 
headquarters in Tavistock Square. The topic for Wednesday 
morning is “Research in Occupational Health.” On Thursday 
morning “Weight Handling” will be treated in a lecture-demon- 
stration, and a lecture, “The Impact on Medicine and Industry 
of the Use of Atomic Energy,” will be presented. The John C. 
Bridge Memorial Lecture is scheduled for Thursday afternoon 
and the anniversary dinner at the Royal College of Surgeons, 
Lincolns Inn Fields, for Thursday evening. The Friday morning 
session will be devoted to “Mental Health in Industry.” Inquiries 
should be addressed to Dr. P. A. B. Raffle, Chairman, Anniver- 
sary Meeting Committee, A. I. M. O., Griffith House, 280, 
Marylebone Road, N. W. 1, London, England. 


CORRECTION 

Treatment of Cirrhosis of the Liver.—In the abstract “Treatment 
of Cirrhosis of the Liver with Large Doses of Testosterone” in 
Tue Journat of July 7, page 1010, the sentence “Diuretics 
should be given only to patients who have had serious kidney 
complications” should read: “Diuretics should be given only to 
patients who have had no serious kidney complications.” 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BoARD OF MEDICAL EXAMINERS: Various Centers. September 
4-5 (Part 1). Candidates may file applications at any time but they must 
be received at least six weeks before the date of the examination for 
which application is made. New candidates should apply by formal regis- 
tration; registered candidates may notify the indicating desired 
location, date and candidate number. Ex. Sec., Dr. John P. Hubbard, 
133 South 36th St., Philadelphia 4. 


BOARDS OF MEDICAL EXAMINERS 


Inutnois; Examination and Reciprocity. Chicago 
Mr. Frederic B. Selcke, Capitol Building, Sprit 


Lovurstana: Homeopathic. Subject to call. Sec., Dr. F. H. Hardenstein, 
903 Pere Marquette Bldg., New Orleans 12. 


Montana; Examination and Reciprocity, Helena, Oct. 2-3 Sec., Dr. S. A. 
Cooney, 7 West 6th Ave., Helena. 


Nevapba: Reciprocity. Reno, July 3. Sec., Dr. G. H. Ross, 112 North Curry 
St., Carson City. 


New Hampsnine: Examination and Reciprocity. Concord, Sept. 12-13. 
Sec., Dr. John S. Wheeler, 107 State House, Concord. 


Nortu Carouina: Endorsement. Raleigh, Sept. 24. Sec., Dr. Joseph J. 
Combs, Professional Bldg., Raleigh. 


Orecon:* Reciprocity. Portland, Oct. 19-20. Examination. Portland, 
January. Ex. Sec., Mr. Howard I. Bobbitt, 609 Failing Bldg., Portland 4. 


Texas:® Examination and Reciprocity. Fort Worth, Dec. 6-8. Applica- 
tions for reciprocity must be complete and on file at least thirty days 
prior to the December meeting, and applications for examination must 
be complete and on file at least ten days prior to the meeting date. Sec., 
Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 

AxLasKA:® On application in Anchorage, Fairbanks, Juneau and other 
towns. Sec., Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

District or CoLtumsBia: Examination. Washington, Oct, 22-23. Deputy 
Director, Mr. Paul Foley, 1740 Massachusetts Ave., N.W., Washington 

OxLtanoma: Examination and Reciprocity. Oklahoma City, Sept. 28-29. 
Sec., Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

Orecon: Examination. Portland, Sept. 8 and Dec. 1. Dr. Earl M. Palett, 
Sec., State Board of Higher Education, Eugene. 

Isianp: Examination. Providence, Aug. 29. Administrator of Pro- 
fessional Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

Texas: Examination. Austin, October. Sec., Bro. Raphael Wilson, 407 
Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Madison, Sept. 21. Milwaukee, Dec. 1. Sec., 
Dr. W. H. Barber, 621 Ransom St., Ripon. 

Avaska: Examination and Reciprocity. Anchorage and Juneau, first week 


of February, April, June, August and November, Sec., Dr. C. Earl 
Albrecht, Box 1931, Juneau. 


, Oct. 9-11. Supt. of Regis., 
ringfield. 


*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


NAVY 


Personal.—Capt. Charles F. Gell, M. C., U. S. N., received the 
degree of doctor of science (med.) for work in physiology, from 
the Graduate School of Medicine, University of Pennsylvania, at 
the commencement June 13. Captain Gell, who is superintendent 
of the Air Crew Equipment Laboratory, Naval Air Material 
Center, Philadelphia, earned the degree in an outservice course 
capacity over the past six years. His dissertation was based on 
original research involving biological changes in mammals re- 
sulting from the various environmental stressors in flight. He 
also developed a quick-freeze fixation method for the study of 
gross physiopathological changes in mammals under acceleration 
stress. Captain Gell has been associated with the University of 
Pennsylvania for the past seven years as lecturer in aviation 
physiology in the Graduate School of Medicine and assistant 
professor of physiology in the school of medicine. He has been 
a naval medical officer for the past 20 years. 

Rear Adm. Bartholomew W. Hogan, surgeon general, received 
an honorary degree of doctor of science, at Marquette University, 
Milwaukee, Wis., on June 3. 


Correspondence Course Withdrawn from Circulation.—The Bu- 
reau of Medicine and Surgery announces that the correspondence 
course Tropical Medicine in the Field is withdrawn from circula- 
tion due to obsolescence of certain text material contained therein 
and will not be reissued in its present form to new applicants. 
Since credit is allowed only for completion of the entire course 
(Regular Navy officer and enlisted personnel and Naval Reserve 
enlisted personnel ) or unit (Naval Reserve officer personnel ), all 
those currently enrolled must complete the course prior to June 
30, 1957, in order to receive letters of satisfactory completion. 


Inspection Trip.—Rear Adm. Thomas F. Cooper, M. C., medical 
inspector general, left July 16 to inspect naval medical facili- 
ties and installations in Alaska, the Far East, South East Asia, 
and the Pacific area. The inspection trip will take approximately 
40 days to complete. 


VETERANS ADMINISTRATION 


Enlarged Research Program.—The Veterans Administration an- 
nounces that an enlarged medical research program will be con- 
ducted with the 10 million dollars that Congress appropriated for 
the fiscal year beginning July 1, 1956—$4,300,000 more than was 
appropriated last year. The increased medical research will be 
concentrated mostly in four areas: (1) mental, nervous, and 
brain diseases; (2) heart and artery diseases; (3) cancer and 
leukemia; and (4) problems of aging. The VA also will expand 
its research program in tuberculosis, in the fungus diseases, and 
in the infectious diseases. Renewed emphasis will be placed on 
individual research projects such as the isolation and identifica- 
tion of the factors that produce high blood pressure and the 
cause and nature of arteriosclerosis and metabolic diseases and 
on research on the brain areas where epitepsy and related 
nervous disorders originate. 

With the newly available funds, cooperative drug (chemo- 
therapy) studies will be continued or instituted on the chemo- 
therapy of multiple sclerosis and of psychiatric disorders, on the 
treatment of hypertension, and on the chemotherapy of cancer, 
co-sponsored by the U.S. Public Health Service, the American 
Cancer Society, and the U. S. Atomic Energy Commission. 

The VA will conduct two follow-up studies to make an evalu- 
ation of the natural course of coronary artery disease and an 
evaluation of the long-term results of the chemotherapy of tuber- 
culosis. In all of these studies, the VA will be advised by the 
National Research Council Committee on Veterans Problems, the 
Statistical Agency of the National Research Council, and the Ad- 
visory Committee in Research of the VA. 

The VA radioisotope laboratories will continue to be used in 
the expanded research program to develop new and precise tech- 
niques for laboratory and clinical investigations. These labora- 
tories already have made possible fundamental research observa- 
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tions that have contributed to diagnostic and therapeutic meth- 
ods. Because the radioisotope laboratories are widely spread 
throughout the country, they will increasingly contribute to re- 
search in preventive measures concerned with atomic hazards. 
Close affiliation with 74 medical schools permits the VA to profit 
by the experience and resources of scientists in those institutions 
who work with the VA medical care program. The medical 
schools through their deans’ committees supervise VA research 
programs. 


End of Veterans’ Training Program.—The Veterans Administra- 
tion said that the largest veterans’ training program the world 
has ever known ended July 25 for all but a handful of World 
War II veterans. It was the World War II GI bill—a law that 
has given more than 7,800,000 World War II veterans a chance 
to catch up with the years spent in military service. A small 
handful of World War II veterans will be allowed to continue 
their studies in the months ahead, the VA said. These are veter- 
ans who enlisted in 1945 and 1946 under the Voluntary Recruit- 
ment Act, as well as disabled veterans who have not been able to 
finish training under Public Law 16 because of certain hardship 
conditions. 

The original GI bill ( Public Law 346, 78th Congress ) was en- 
acted on June 22, 1944. When the GI bill program was at its 
peak, educators estimated that two-thirds of all male students on 
the college campus were veterans. Of the more than 7,800,000 
veterans who received training, 2,200,000 attended college, 
3,500,000 went to schools below the college level, 1,460,000 took 
on-the-job training, and 700,000 enrolled in institutional on-farm 
training. Of every 100 veterans trained under the GI bill, 33 
aimed for highly skilled trade and industrial jobs and 10 engaged 
in scientific studies, including engineering and medicine, The 
training program under the GI bill has cost 14.5 billion dollars. 


PUBLIC HEALTH SERVICE 


Practical Nurses for Indian Hospitals.—Nineteen young Ameri- 
can Indian women from six states received diplomas on March 1 
from the Indian School of Practical Nursing at Albuquerque, 
N. Mex., the Public Health Service announced. The new 
practical nurses are expected to return to Indian reservations 
for employment in some of the 56 hospitals operated for 
Indians by the Public Health Service. The present graduating 
class is the 24th since the school was established in 1936. The 
course requires one year for completion. There is urgent need 
for nurses in the Indian hospitals, and to help meet this need 
the school graduates two classes each year. The Indian tribes 
represented by these graduates are Hopi, Pima-Maricopa, 
Apache, Yavapai, Tewa, Winnebago, Jemez, Cochiti, Choctaw, 
Cheyenne-Arapaho, Sioux, and Alabama. 


New Heart Staff Appointments.—Effective June 1, Dr. William 
H. Stewart, chief of the heart disease control program, division 
of special health services, Bureau of State Services, became 
assistant director, National Heart Institute, Bethesda, Md. 
Dr. R. GC. Arnold, chief, technical services branch, National 
Heart Institute, succeeded Dr. Stewart as chief of the heart 
disease control program, Bureau of State Services, Washington, 
D.C. Dr. Bert R. Boone, chief, laboratory of technical develop- 
ment, National Heart Institute, was transferred to the office of 
the director, National Heart Institute, where he will serve as 
special projects officer. Dr. Robert L. Bowman, laboratory of 
technical development, National Heart Institute, became chief 
of the laboratory, succeeding Dr. Boone. 


Cancer Journal to Become a Monthly.—The Journal of the Na- 
tional Cancer Institute will be published monthly starting with 
vol. 17, no. 1, July, 1956. Thereafter, two volumes of six issues 
each will appear annually with no. 1 in July and January. This 
change of schedule, after 16 years of bimonthly publication, 
has been made to increase the publication outlet for investiga- 
tors engaged in cancer research. Papers on basic research, 
clinical investigations, statistical studies, and critical reviews 
in cancer are invited. The journal may be purchased from the 
Superintendent of Documents, U. S$. Government Printing Of- 
fice, Washington 25, D. C. Any changes in price for future 
volumes will be announced. 
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DEATHS 


Cogswell, William Forlong, Helena, Mont.; Dalhousie Univer- 
sity Faculty of Medicine, Halifax, Nova Scotia, Canada, 1894; 
in 1908 moved to Livingston to become the county health officer 
of Park County; appointed executive officer of the Montana State 
Board of Health in 1912 and continued to hold this position 
until his retirement in 1946; in October, 1953, his three sons 
presented the 47-bell Memorial Carillon in the Main Hall tower 
on the campus of Montana State University, dedicated in his 
name in recognition of his 34 years of public health service in 
Montana; honorary life member of the U. S. Public Health 
Service; an associate member of the American Medical Associa- 
tion; for many years secretary of the Montana Public Health 
Association; prominent in the field of public health and a pio- 
neer in research on spotted fever; died May 26, aged 87, of 
chronic myocarditis. 


Greenwell, Joseph I. ® New Haven, Ky.; born in Balltown, Ky., 
Nov. 27, 1873; Hospital College of Medicine, Louisville, 1900; 
in 1953 selected by the American Medical Association as “general 
practitioner of the year”; for many years councilor for the fourth 
district of the Kentucky State Medical Association; past-president 
of the Nelson County Medical and Muldraugh Hill Medical 
societies; acting health officer for Nelson County for eight years; 
consulting physician for the Louisville and Nashville Railroad; 
during World War II served four years as examining physician 
for the Nelson County Selective Board; served 25 years as a 
member of the board of trustees and 14 years as mayor; past- 
president of the medical staff at Flaget Memorial Hospital, 
Bardstown; a director and vice-president of the New Haven 
Bank; died in the T. J. Samson Community Hospital in Glasgow 
May 9, aged 82, of a heart attack. 


Gonzales, Thomas Arthur © New York City; born April 21, 
1878; Bellevue Hospital Medical College, New York City, 1898; 
professor of forensic medicine at the New York University Post- 
Graduate Medical School; formerly on the faculty of the New 
York Medical College, Flower and Fifth Avenue Hospitals and 
the New York University College of Medicine; specialist certified 
by the American Board of Pathology; member of the American 
Association of Pathologists and Bacteriologists and the College of 
American Pathologists; formerly chief medical examiner for New 
York City; director of the laboratory, St. Elizabeth’s Hospital; 
for many years on the staff of the Harlem Hospital; co-author of 
the book “Legal Medicine and Toxicology”; died May 14, aged 
77. 


Cholden, Louis Sidney, Los Angeles; born in Chicago Nov. 9, 
1918; Chicago Medical School, 1947; interned at the Edgewater 
and University hospitals in Chicago; formerly a resident at the 
Topeka State Hospital in Topeka, Kan., and the Menninger 
Sanitarium in Topeka, Kan.; at one time clinical assistant and 
clinical instructor in the department of psychiatry at his alma 
mater; member of the American Psychiatric Association; senior 
assistant surgeon in the U. S. Public Health Service Reserve; 
served as psychiatrist, clinical investigations, at the National 
Institutes of Health in Bethesda, Md.; died in the Daniel Free- 
man Memorial Hospital, Inglewood, April 26, aged 37, of injuries 
received in an automobile accident. 


Clay, William Addison, Rochester, N. Y.; born in Washington, 
D. C., March 15, 1920; University of Rochester School of Medi- 
cine and Dentistry, 1946; member of the Medical Society of the 
State of New York; certified by the National Board of Medical 
Examiners; interned at the Strong Memorial—Rochester Munici- 
pal Hospitals, where he served a residency; formerly a resident at 
the Genesee Hospital, the Barnes Hospital in St. Louis, and 
Jefferson Medical College Hospital in Philadelphia; from 1953 to 
1955 served with the American occupation forces in Japan; died 
in the Veterans Administration Hospital in Washington, D. C., 
May 7, aged 36, of carcinoma of the common bile duct with 
metastases, 


@ Indicates Member of the American Medical Association. 


Bishop, Frederick John, Scranton, Pa.; born July 5, 1875; Medico- 
Chirurgical College of Philadelphia, 1899; an associate member 
of the American Medical Association; member of the American 
Bronch ical Association; past-president of the 
Medical ea “of the State of Pennsylvania and the Lacka- 
wanna County Medical Society; specialist certified by the Ameri- 
can Board of Otolaryngology; fellow of the American College 
of Surgeons; consultant, Nesbitt Memorial Hospital in Kingston; 
on the staffs of the Hahnemann, Scranton State, West Side, and 
Mercy hospitals, and the Moses Taylor Hospital, where he died 
May 7, aged 80, of cerebral hemorrhage. 


Weaver, James Branson, Kansas City, Kan.; born in Belleville, 
May 18, 1897; University of Kansas School of Medicine, Kansas 
City, 1925; professor of surgery (orthopedic) at his alma mater; 
specialist certified by the American Board of Orthopedic Sur- 
gery; member of the Kansas Medical Society, Clinical Ortho- 
pedic Society, and the American Academy of Orthopaedic 
Surgeons; veteran of World Wars I and II; for 30 years worked 
with the Kansas Crippled Children Commission and for the last 
three years member of its board; head of the orthopedic depart- 
ment of the University of Kansas Medical Center, where he died 
April 30, aged 58, of lobar pneumonia. 


Davis, Albert Burrows ® Haddonfield, N. J.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1905; 
specialist certified by the American Board of Obstetrics and 
Gynecology; fellow of the American College of Surgeons; past- 
president of the Obstetrical and Gynecological Society of New 
Jersey; associate in obstetrics and gynecology at the University 
of Pennsylvania School of Medicine in Philadelphia until his 
retirement in 1952; chief of obstetrics at the Cooper Hospital, 
Camden, where he died April 23, aged 76, of coronary throm- 
bosis. 


Adams, Ernest Marion @ Central City, lowa; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1894; for many years on the school board; served on the staff of 
St. Luke’s Methodist Hospital in Cedar Rapids; died April 21, 
aged 88, of cancer. 

Addy, Thomas Arnold, Middleport, N. Y.; Trinity Medical Col- 
lege, Toronto, Canada, 1900; served on the staff of the Medina 
(N. Y.) Memorial Hospital; died in Medina May 7, aged 82, of 
chronic myocarditis. 

Argall, Albert Joseph @ Denver; University of Colorado School 
of Medicine, Denver, 1910; fellow of the American College of 
Surgeons; veteran of World War I; on the staffs of the Childrens 
and St. Luke’s hospitals, and St. Joseph’s Hospital, where he died 
May 1, aged 70, of carcinoma of the kidney. 

Barney, Jennie Sarah, Franklin, N. H.; Boston University School 
of Medicine, Boston, 1896; died Feb. 20, aged 94, of arterio- 
sclerotic heart disease and cerebral accident. 


Bartlett, Marvin Harold ® Garland, Texas; Baylor University 
College of Medicine, Houston, 1947; interned at Hermann 
Hospital in Houston, where he served a residency; died April 8, 
aged 32. 

Barton, Amos Ethan, St. Petersburg, Fla.; University of Pennsyl- 
vania School of Medicine, Philadelphia, 1910; veteran of World 
War I; died in the Veterans Administration Center, Bay Pines, 
April 27, aged 80, of arteriosclerotic heart disease. 

Bigham, D. F., Easton, Mo.; Ensworth Medical College, St. 
Joseph, 1903; died April 27, aged 83. 

Bild, Elmer Jacob, Page, Neb.; Sioux City (lowa) College of 
Medicine, 1903; died May 4, aged 79. 

Blakemore, William Harvey, Baker, Mont.; Ensworth Medical 
College, St. Joseph, Mo. 1910; an associate member of the 
American Medical Association; died in the Holy Rosary Hospital, 
Miles City, May 8, aged 70, of cerebral thrombosis. 
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Blanchard, Martha Kirstine Jensine Beckstrom, Mount Olive, Iil.; 
Jenner Medical College, Chicago, 1910; died in St. Francis 
Hospital, Litchfield, May 14, aged 77, of fracture of the lower 
end of the right femur and shock. 


Bottsford, Leslie Lee ® Akron, Ohio; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1914; served 
on the staffs of St. Thomas Hospital and the City Hospital, where 
he died April 23, aged 68. 


Bradley, William Horace © Chicago; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1910; fellow of the American College of Surgeons; on 
the staff of St. Anthony de Padua Hospital; died May 26, aged 
73, of cerebral hemorrhage and diabetes mellitus. 


Brainard, C. Brewster ® West Hartford, Conn.; Yale University 
School of Medicine, New Haven, 1898; specialist certified by the 
American Board of Internal Medicine; fellow of the American 
College of Physicians; past-president of the Hartford County 
Medical Society; associated with the Manchester (Conn.) Me- 
morial Hospital, Bristol (Conn. ) Hospital, Sharon (Conn. ) Hos- 
pital, Neuro-Psychiatric Institute of the Hartford Retreat, and 
the Hartford Hospital, where he died May 8, aged 82, of coro- 
nary disease. 


Braude, Benjamin ® Chicago; Rush Medical College, Chicago, 
1909; served as physician with the city health department, city 
board of education, and the Cook County Department of Wel- 
fare; on the staff of the Franklin Boulevard Community Hospital; 
died May 16, aged 69, of arteriosclerotic heart disease. 


Brewer, James Ardis, Detroit; Leonard Medical School, Raleigh, 
N. C., 1909; died May 13, aged 76. 


Brian, Nathaniel Moreland, Montgomery, La.; Memphis (Tenn. ) 
Hospital Medical College, 1911; an associate member of the 
American Medical Association; died March 24, aged 67, of 
cerebral hemorrhage and arteriosclerosis. 


Brill, Isidore ® Champaign, Ill.; Chicago Medical School, 1937; 
member of the American Academy of General Practice; served 
during World War II; was awarded the Army Air medal for 
“meritorious achievement while participating in an aerial flight 
in the African theater on June 29, 1943”; on the staff of the 
Burnham City Hospital; died April 29, aged 47, of coronary 
thrombosis. 

Brousseau, William Gilbert ® Cambridge, Mass.; Tufts College 
Medical School, Boston, 1896; for many years city physician; on 
the staffs of Holy Ghost Hospital for Incurables, Mount Auburn 
Hospital, and the Cambridge City Hospital; died April 12, aged 
83, of a heart attack. 

* Bullock, Eugene H., Long Beach, Calif.; Ensworth Medical Col- 
lege, St. Joseph, Mo., 1891; at one time superintendent of the 
State Hospital number 2; at one time health commissioner of 
Kansas City, Mo.; died in Norwalk (Conn.) Hospital May 20, 
aged 88, of myocardial infarction. 


Buxton, Eva Joanna, West Memphis, Ark.; Northwestern Uni- 
versity Woman’s Medical School, Chicago, 1897; member of the 
Arkansas Medical Society; died May 14, aged 92. 

Campbell, John Roger Uriell @ Gilroy, Calif.; University of 
California School of Medicine, San Francisco, 1929; member of 
the American Academy of General Practice; on the staff of the 
Wheeler Hospital; died in the University of California Hospital, 
San Francisco, March 29, aged 55, of heart disease. 


Canfield, Amon Evart, Toledo, Ohio; Starling-Ohio Medical 
College, Columbus, 1914; member of the Ohio State Medical 
Association; on the staff of the Mercy Hospital; served as physi- 
cian for the New York Central System for 40 years; died April 
15, aged 66, of coronary thrombosis. 


Canfield, Dwight Reuben ® Perrysburg, Ohio; Toledo Medical 
College, 1907; for two terms served as mayor and county coroner; 
past-president of the board of education; died in Woodville, 
April 22, aged 84, of cerebral thrombosis. 

Carey, John Leo ® Kingston, Pa.; Regia Universita degli Studi 
di Padova. Facolta di Medicina e Chirurgia, Italy; 1935; served 
during World War II; president of Nesbitt Memorial Hospital 
staff; died May 13, aged 56, of cancer of the stomach. 
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Chain, John Nolan @ Eureka, Calif.; Medical Department of the 
University of California, San Francisco, 1904; veteran of World 
War I; died April 14, aged 79, of cerebral hemorrhage. 


Chamberlin, Louis Henry ® Grand Rapids, Mich.; Detroit Col- 
lege of Medicine, 1898; veteran of World War I; served as chief 
of staff at St. Mary’s Hospital; died in Winnetka, I!l., May 12, 
aged 82. 


Chamberlin, Robert Burns ® Twinsburg, Ohio; Cleveland 
Homeopathic Medical College, 1904; also a dentist; past-presi- 
dent of the Twinsburg Rotary Club; died April 24, aged 75. 


Chandler, James Ryan, Sr., Daytona Beach, Fla.; Medical Col- 
lege of South Carolina, Charleston, 1924; served on the staff of 
the Halifax District Hospital: died April 8, aged 60. 


Chapman, Leiland Woodard, Jackson, Ala.; University of Ala- 
bama School of Medicine, Mobile, 1911; member of the Medical 
Association of the State of Alabama; served as county health 
officer; died May 10, aged 72. 


Chesley, Norman Kelley ® Acme, N. C.; Tufts College Medical 
School, Boston, 1928; member of the Industrial Medical Asso- 
ciation; at one time medical director for Socony-Vacuum Oil 
Company in Paulsboro, N. J., then resigned and accepted a 
position with Riegel Paper Corporation, Carolina division, in 
Acme; at one time vice-president of the medical staff at the 
Frishie Memorial Hospital in Rochester, N. H.; on the courtesy 
staff at the James Walker Memorial Hospital in Wilmington; 
died suddenly April 19, aged 53, of coronary thrombosis. 


Chiasson, Placid Nelson @ Pittsfield, Ill.; Bennett Medical Col- 
lege, Chicago, 1915; on the staff of the Illini Community Hos- 
pital, where he died May 12, aged 69, of coronary infarction. 


Clark, George A., Elwood, Neb.; John A. Creighton Medical 
College, Omaha, 1908; died in Holdrege April 30, aged 76, of 
complications following nephrolithiasis. 


Clement, Lucian Orville ® Salem, Ore.; University of Minnesota 
College of Medicine and Surgery, Minneapolis, 1902; specialist 
certified by the American Board of Ophthalmology and the 
American Board of Otolaryngology; fellow of the American 
College of Surgeons; on the staff of the Salem General Hospital, 
where he died April 26, aged 80, of a coronary attack. 


Cleveland, William Hinton, Rocky River, Ohio; Starling Medical 
College, Columbus, 1889; died March 16, aged 89, of senility. 


Coston, Thomas C., Clifton, Texas; University of Tennessee 
Medical Department, Nashville, 1898; died Feb. 26, aged 84, of 
coronary occlusion. 


Cox, James Alfonso, Oklahoma City; Meharry Medical College, 
Nashville, Tenn., 1907; died recently, aged 72, of heart disease 
and injuries received in a fall. 


Danforth, Herschel Clark ® Janesville, Wis.; Detroit College of 
Medicine and Surgery, 1928; member of the Industrial Medical 
Association; died May 20, aged 57. 


De Forest, Daniel F., South Bend, Ind.; Medicai College of 
Indiana, Indianapolis, 1895; died recently, aged 83, of coronary 
thrombosis. 

Logan, James Clarke, McKees Rocks, Pa.; Hahnemann Medical 
College and Hospital, Philadelphia, 1902; University of Pitts- 
burgh School of Medicine, Pittsburgh, 1909; died in the Ohio 
Valley General Hospital Feb. 3, aged 77, of cerebral hemor- 
rhage. 


McWilliams, William Milo, Pittsburgh; Western Pennsylvania 
Medical College, Pittsburgh, 1891; died Feb. 22, aged 89, of 
coronary arteriosclerosis. 

Miller, Robert Glen, Marydel, Md.; University of Nebraska 
College of Medicine, Omaha, 1910; at one time associated with 
the Indian Service; died April 26, aged 72, of cerebral hemor- 
rhage, hypertension, and diabetes mellitus. 

Roach, Thomas Stith ® Caldwell, Texas; (licensed in Texas in 
1926); member of the Association of Military Surgeons of the 
United States and the American Association of Railway Sur- 
geons; at one time member of the board of health of San 
Antonio; formerly practiced in Caldwell, where he was city and 
county health officer; died in St. Joseph’s Hospital, Bryan, Jan. 
13, aged 68, of a ruptured aneurysm of the abdominal aorta. 
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BRAZIL 


Closure of the Bronchial Stump After Phneumonectomy.—The use 
of several techniques for dissecting the pulmonary pedicle with 
separate treatment of each of its constituents produced a marked 
reduction of the incidence of fistulization of the bronchial stump 
after pneumonectomy. In spite of these improved techniques, an 
appreciable number of bronchopleural fistulas still develop, 
showing that the healing of the bronchial stump requires further 
investigation. Dr. Fabio S. Goffi and his co-workers in Revista 
paulista de medicina (48:354, 1956) reported a series of experi- 
ments to compare, by measuring the tensile strength of the closed 
bronchial stump, some of the techniques most commonly used. 
The experiments were carried out with 25 adult healthy dogs in 
whom pneumonectomy was performed on the left side. The 
left bronchus of each dog was carefully dissected and cut be- 
tween two forceps. After the removal of the lung, the bronchus 
was reamputated at a higher level and a definitive closure was 
performed. The dogs were divided in four groups: (1) in seven 
Overholt’s technique of bronchial closure without pleural flap 
covering was performed; (2) in eight Sweet’s technique was 
used without pleural covering; (3) in five Sweet’s technique was 
used with pleural covering; and (4) in five Sweet's technique 
was used with a skin graft covering the bronchial stump. 

After the operations, the animals were well fed and nursed for 
seven days; then they were killed and autopsy was performed. 
The right pulmonary pedicle was dissected, and the right 
bronchus was isolated and occluded by means of a strong clamp. 
The trachea, isolated at the neck, was transversely cut, and its 
distal extremity was tightly tied to one of the branches of a 
T-tube. The other two extremities of the tube were tied, one to 
a mercury manometer and the other to a cylinder of compressed. 
oxygen. When the valve of the cylinder was slowly opened, the 
mercury column of the manometer began to rise, and it was 
possible to note the height corresponding to the moment of the 
beginning of the spilling of air at the bronchial stump and, later, 
to the moment of its explosive rupture. The authors concluded 
that: (1) the mean pressures of spilling were close to those 
which can be reached during maximal expiratory efforts in 
normal human adults; (2) there were no significant differences 
between the techniques of Overholt and Sweet as far as the 
spilling and disruption pressures were concerned; (3) covering 
the bronchial stump with a pleural flap is a sound method that 
gives to the tissue a remarkable tensile strength; and (4) there 
was no significant difference between the mean pressures of 
spilling and disruption when Sweet's technique was used, either 
without pleural covering or with a skin graft covering. 


Biopsy of the Liver.—Dr. Luis Caetano Silva and his co-workers 
in Revista do Hospital das clinicas da Faculdade de medicina da 
Universidad de Sao Paulo (11:41, 1956) reported a series of 153 
biopsies of the liver in 136 patients and compared the results 
with data obtained through laparotomy on 21 and postmortem 
examination of 14. The biopsies were performed with the Vim- 
Silverman needle, and the only inconvenience was pain, which 
was easily controlled. Biopsy of the liver proved to be a positive 
help to the diagnosis in 66.2% of cases, did not contribute to the 
diagnosis in 14.7%, did not change the diagnosis in 14.7%, and 
the material was insufficient in 4.4%. In 21 patients subjected to 
laparotomy, the comparison between the results of biopsy and 
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the findings at operation gave the following results: there was 
complete agreement in diagnosis in 14 cases; laparotomy com- 
pleted the diagnosis in 2; the diagnosis was made only by 
laparotomy in 3; laparotomy changed the diagnosis in one; and 
laparotomy failed to help in the diagnosis in one. Of the total 
from whom a biopsy specimen was obtained, 14 patients died 
later and autopsies were performed. The postmortem examina- 
tions confirmed the diagnosis established by the biopsy in five 
cases, established the diagnosis in three, clarified and completed 
the diagnosis in four, and changed the diagnosis in one. The 
authors consider biopsy useful for differential diagnosis between 
medical and surgical jaundice, exclusion ef: hepatic diseases in 
liver enlargement, elucidation of liver histology in the presence of 
abnormal liver function tests, differential diagnosis between extra 
and intrahepatic venous block, and determination of the course 
of a liver disease. 


Complications of Gastric Surgery.—In a series of 81 patients who 
had complications following gastrectomies for gastric and duo- 
denal ulcers (perforated or not), gastric hemorrhage, and post- 
operative jejunal ulcers, 22 patients died ( Revista paulista med. 
47: 163, 1955). The most frequent complications of the gastrec- 
tomies themselves were leakage of the internal sutures occurring 
between the third and ninth postoperative day (15 cases), ac- 
cidental lesions of the biliary tract (5), profuse bleeding of the 
anastomotic stoma (5), and obstructions of the efferent loop (4). 
The general complications (common to major abdominal opera- 
tions) included pulmonary disease (30 cases), wound infections 
(12), and wound dehiscence occurring between the fifth and 
tenth postoperative day (11). Most cases of profuse bleeding 
from the anastomotic stoma were controlled by blood trans- 
fusions; of five patients only one required ‘a second operation. 
There were four cases of postoperative obstructions, three due 
to adherence of the efferent loop. Of the 22 patients who died, 
10 had gastric carcinoma, 9 had duodenal tlcers, and 3 had 
gastric ulcers. For acute perforated gastroduodenal ulcers, gas- 
trectomy, in selected cases, is the operation of thoice. In 89 cases 
(82 of duodenal and 7 of gastric ulcers), there was only one 
death. 


Transverse Incisions in Abdominal Surgery.—On the basis of a 
series of 210 consecutive laparotomies and a study of the anatomy 
and dynamics of the abdominal musculature, Drs. Humberto 
Barreto and Alcides Modesto Leal of Rio de Janeiro concluded 
that transverse incisions are preferable to vertical incisions, be- 
cause they give the surgeon a better operative field and result in 
fewer incisional hernias. In their series, in which only transverse 
incisions were used, only four incisional hernias developed. In 
Sao Paulo, Dr. Eurico Branco Ribeiro has since 1948 used a small 
transverse incision for gastric resections. The rectus abdominalis 
muscles are everted, and the peritoneum is opened at the right 
of the hepatic round ligament. 


Test for Pheochromocytoma.—Dr. Sergio Mirsky has devised a 
simple test for the diagnosis of pheochromocytoma (Arq. brasil 
med, 45:397, 1955). It is based on the fact that in patients with 
this disease the crisis is associated with a discharge of epinephrine 
in the blood, which causes the fall in the eosinophil count. An 
eosinophil count is first made after a period of normality of about 
16 hours. After an attack the patient is kept at bed rest without 
food for five hours, and the eosinophil count is then repeated. In 
patients with pheochromocytoma, the number of eosinophils in 
the second count is not more than half that of the first count. 
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CANADA 


New Home for Canadian Medical Association.—One of the 
speakers at the official opening of the new Canadian Medical As- 
sociation House at 150 St. George St., Toronto, remarked that 
most medical societies go through three stages in their devel- 
opment. First, the society secretariat exists in the homes, auto- 
mobile glove compartments, and pockets of a few devoted mem- 
bers laboring without any thought for reward. Then comes the 
time when the society can rent an office and hire some clerical 
help. Last comes the day when the society has a home of its own. 
This day came for the Canadian Medical Association on St. Pat- 
rick’s Day, after many years in rented premises. For a long time 
the secretary had his offices in Toronto, while the journal of the 
association was published in Montreal. This had appeared logical 
in the early days when the journal was the successor of the 
Montreal Medical Journal, but the day for unification of the as- 
sociation’s activities under one roof was not far distant after the 
council of the association decided in 1954 that Toronto should 
be the headquarters for the journal staff. It is now an accom- 
plished fact, with two of the Canadian Medical Association’s 
progeny, the Canadian Commission for Hospital Accreditation 
and Trans-Canada Medical Plans, also sharing space in Canadian 
Medical Association House. The senior statesman of organized 
medicine in Canada, Dr. T. C. Routley, had reason to feel proud 
when he took the chair this year as president of both the Cana- 
dian and the British medical associations. The present Canadian 
Medical Association House formerly belonged to the China 
Inland Mission and has ample space for all activities of the asso- 
ciation. 


Canadian Medical Association and Health Insurance.—In a re- 
cent editorial in the Canadian Medical Association Journal, the 
general secretary of the association seeks to clarify the situation 
regarding health insurance in Canada. A series of conferences 
has been held in Ottawa between representatives of the federal 
and the provincial governments on this subject. The last of these 
was in January, 1956, when the federal government offered finan- 
cial aid to provinces seeking to establish a health insurance 
program. An elaborate formula was presented to the provinces, 
based on their fiscal needs and the variations in cost of the an- 
ticipated services specified. This offer of assistance was condi- 
tional on acceptance of the formula by a majority of the pro- 
vincial governments representing a majority of the people of 
Canada (and therefore containing at least one of the two most 
heavily populated provinces, Quebec and Ontario). So far, only 
two provinces that are already running some form of government- 
aided scheme (British Columbia and Saskatchewan ) are said to 
have indicated willingness to proceed, but the general belief is 
that others will line up later. The services included in the federal 
government’s offer relate to hospital care insurance, covering 
standard ward care in general hospitals and probably in con- 
valescent hospitals and institutions for the care of those with 
chronic physical disabilities. To be eligible tor federal financial 
assistance, any provincial hospital insurance plan must (1) ap- 
ply to all residents of the province; (2) include radiological and 
laboratory services for hospital patients and later for outpatients 
as well; and (3) not have too severe coinsurance or deterrent 
clauses. Beyond these broad provisos, the federal government 
does not dictate details, so that it is certain that the individual 
plans will vary from province to province. 

In previous pronouncements on health insurance, the Canadian 
Medical Association has always given first priority to the pro- 
vision of insurance against costs of hospital care, since this 
usually represents the major burden. It has regarded with favor 
the extension of voluntary plans, particularly those nonprofit 
plans sponsored by physicians and coordinated by Trans-Canada 
Medical Plans. It would seem logical, therefore, to welcome the 
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latest plan for extension of hospital care insurance to all residents 
of all provinces deciding to take advantage of the federal offer. 
There must be certain misgivings, however. First, the medical 
profession must share with other responsible taxpayers the fear 
that the costs of such a service will mount steadily. Second, the 
medical profession cannot but be conscious of the pressures and 
responsibilities involved in arbitrating on hospital admissions 
and discharges. When hospitalization is free, the desire to be 
cared for there rather than at home will naturally grow. Third, 
the abolition of the old public-ward bed will have some effect 
on both undergraduate and graduate training, though not nec- 
essarily. For instance, at the new University Hospital in Saska- 
toon, every patient on admission is required to state willingness 
to be used as teaching material. 

The reason for the insistence of the federal government on in- 
cluding radiological and laboratory services in any insurance 
scheme, whether the service is provided for inpatients or out- 
patients, is to minimize the admission of patients to the hospital 
simply for a diagnostic “work-up.” This, nevertheless, is the 
area of the scheme that is likely to cause the most difficulty. 
The symbiosis between the x-ray department or laboratory and 
the hospital is not an obligatory one nor are these services an 
essential part of hospital care. The status of the private x-ray or 
laboratory service will have to be defined, and the mode of 
remuneration of the radiologist or pathologist has still to be 
considered. The huge demand for these ancillary services when 
they become “free” may swamp specialties that are not too 
thickly populated. It is hardly necessary to emphasize the im- 
portance of quality rather than quantity in both radiology and 
pathology. 


Canadian Public Health Association and Medical Care.—At the 
past three annual meetings, the Canadian Public Health Associa- 
tion has held conferences on problems of medical care. The 
executive committee of the association has now agreed to the 
formation of a new section on medical care within the organiza- 
tion. At the annual meeting in May, this new section held its first 
meeting in conjunction with the third Canadian Medical Care 
Conference. The objective of the section is to direct consideration 
to the ways in which medical and health services in Canada may 
cooperate in study and development of plans suitable for Cana- 
dian needs. The section is concerned with administrative, eco- 
nomic, and sociologic rather than scientific problems in medical 
care, 


Sex Deviate Clinic.—Last winter there was some agitation in the 
public press about the disposal of cases involving sex offenders, 
and much public alarm at the alleged prevalence of sex crimes 
in some metropolitan areas of Canada. To Ontario now goes the 
credit for the establishing the first clinic for the study and 
treatment of sex offenders. In May the clinic, known euphemis- 
tically as the Forensic Clinic, was opened in Toronto under the 
direction of Dr. Peter Thomson, a psychiatrist. A psychologist 
and a social worker are also on the staff, and it is expected that 
the staff will increase when the courts begin to realize the value 
of referring persons to the clinic for advice. The clinic is in- 
tended to serve primarily the courts and probation officers 
requiring advice on persons needing psychiatric examination or 
treatment, including sex offenders. It is expected that later 
similar clinics will be provided in other cities. The services of 
the Toronto clinic will also be available to rehabilitation officers 
interested in reclaiming former men and women prisoners. The 
clinic will also function as an instruction center for university 
students and as a research center in problems of sex deviation 
and delinquency in general. Eventually the clinic may accept 
cases referred by private physicians. The clinic is affiliated with 
the University of Toronto. 
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Fluoridation.—Last June the city of Brantford, Ontario, com- 
pleted 10 years of mechanical fluoridation of water supplies. 
The most recent of a series of annual reports on the results 
(Canad. J. Pub. Health 47:149, 1956) confirms the good opinions 
of fluoridation as a caries-preventing measure expressed else- 
where. The actual controlled study began in 1947 when dental 
decay rates were compared in three neighboring cities: Brant- 
ford, with a natural low-fluoride water to which fluoride was 
added at a level of 1 ppm; Sarnia, with a water supply that 
contains no fluorine; and Stratford, with a water supply that has 
contained a natural level of 1.6 ppm of fluorine for the last 38 
years. All dental examinations were made by the same examiner, 
who now gives figures for decayed, missing, and filled teeth in 
the three cities. These show that children born in Brantford 
since fluoridation began now exhibit the same degree of resistance 
to dental caries as those of the corresponding age group in Strat- 
ford with its natural high-fluoride water supply, whereas the 
resistance in Sarnia with its unfluoridated water is much lower. 
In general the figures show that fluoridation at 1 ppm will lower 
the attack rate of tooth decay among children born subsequent 
to fluoridation to about one-third that prevailing in communities 
with no fluoride in the water. For every three decayed teeth they 
would have had, they have only one. The reduction in the 
amount of tooth substance destroyed by decay is even more 
impressive than the decrease in the number of teeth attacked. 
It is suggested that on a volume basis fluoridation inhibits decay 
to the extent of 75 to 80%. It is probable that, taken in conjunc- 
tion with restriction of candy between meals and toothbrushing, 
tooth decay and gum disease could be almost entirely prevented. 

Canada has one dentist to every three physicians and needs 
one to every two, Use of mass preventive measures could give a 
means of bridging this gap and lower the cost of health to 
everyone. In spite of this, there is much determined opposition 
to fluoridation in Canada, and the decision of the Toronto Metro 
Council to fluoridate extensively in the area around the city, 
affecting about 650,000 people, has met recently with a setback 
on a legal technicality. 


General Practitioners and Hospitals.—A committee set up by the 
College of General Practice of Canada has prepared a statement 
on general practice departments in hospitals. The committee 
recommends that departments of general practice be established 
in all general hospitals with an adequate departmental system, 
including university-affiliated hospitals. They believe that the 
action necessary to start such a department should be taken by 
the general practitioners of the area concerned. The department 
should not function as a clinical service with admission of pa- 
tients but fulfill an administrative and educational role. The 
family physician should admit patients to the departments of 
medicine, surgery, and obstetrics and treat them, if treatment is 
within his competence, under the rules and regulations of the 
department concerned. The committee further recommends that 
the department of general practice have the responsibility of 
organizing, staffing, and conducting any general outpatient 
service, in which all new patients should first be seen by a 
member of the department of general practice. Stress is laid on 
the need for a share in educational activities of the hospital and 
for participation by the general practitioners in the training of 
residents, interns, and nurses, particularly those interns who wish 
to go on to general practice. Preceptor training of general prac- 
titioner members of the staff by specialists is advised for those 
general physicians desiring to improve their skill in certain fields. 
Other than basic privileges should be granted to those members 
of the department of general practice whose qualification by 
training and experience permits their engaging in clinical work 
in a service. These recommendations are in line with the thinking 
in statements by the Joint Commission on Accreditation of Hos- 
pitals and by the Canadian Medical Association. 


J.A.M.A., August 11, 1956 


INDIA 


Carcinoma of the Larynx with Metastasis in the Heart.—Mathur 
and Bhende reported in the Journai of Postgraduate Medicine 
(April, 1956) the case of a 40-year-old man who had carcinoma 
of the larynx. He died suddenly, and postmortem examination 
revealed a solitary metastasis in the heart. He had been admitted 
to the hospital because of breathlessness, hoarseness, and 
dysphagia. Laryngoscopy showed the right vocal cord to be fixed 


and the aryepiglottic fold to be edematous and ulcerated. On the” 


third day after admission the patient suddenly became dyspneic 
and died. Postmortem examination revealed the presence of 
suppurative lymphadenitis of the cervical lymph nodes, but there 
were no metastases in these nodes. There was a diffuse growth 
in the piriform fossae with patchy ulceration on the surface. The 
aryepiglottic folds showed small nodules. Histological examina- 
tion showed the growth to be a well-differentiated squamous cell 
carcinoma. There were no metastases in any organs except the 
heart. The right auricle had a nodule on the anterior surface. An 
irregular nodule, corresponding in situation to the former, was 
also seen in the endocardium on opening the auricle. Its cut 
surface was homogeneous, grey-brown with a few dark-brown 
hemorrhagic spots. Histological examination showed it to be a 
metastasis from the laryngeal growth. The myocardium was 
destroyed in the region of the deposit. The pericardium was 
diffusely infiltrated by tumor cells. Involvement of the heart is 
relatively infrequent, even when there is a widespread dissemi- 
nation of a malignant tumor. The occurrence of a solitary secon- 
dary deposit in this organ is rarer still. An antemortem diagnosis 
or cardiac involvement in such cases is difficult, as there are no 
characteristic symptoms or signs. In this case involvement of the 
heart was not suspected clinically. 


Prefrontal Leukotomy and Gastric Acidity. — Dharkar and 
Balkrishna Rao have studied changes in gastric acidity following 
prefrontal leukotomy (Indian Journal of Surgery, April, 1956). 
Cortical activity has been known to influence motor and secre- 
tory activity of the stomach. Areas exerting this influence have 
been located in the frontal lobe. The frontal cortex has been 
shown to have a marked influence on the motor activity of the 
gastrointestinal tract, but little was known regarding its effect on 
gastrointestinal secretion. Since it seemed reasonable to assume 
that nervous structures governing gastric secretory activity are 
localized in the same cerebral regions as those governing gastric 


motor activity, and as a large number of patients with gastric. 


and duodenal ulcers have unresolved emotional problems, this 
work was deemed justifiable. Leukotomy was performed on 23 
patients suffering from mental diseases or intractable pain. Frac- 
tional test meal investigation was done before and after the 
operation, using 7% alcohol as the test meal. Acidity tended to fall 
up to three weeks after operation, then tended to rise, the rise 
being maintained for up to 18 months. Two years later, the level 
returned to the preoperative level. Changes in acidity had no 
relation to either the clinical improvement or the mental state of 
the patient. 


India’s Proposals Before the World Health Assembly.—The gov- 
ernment of India proposed to the World Health Assembly at its 
ninth session that target dates be fixed for starting coordinated 
wide-based programs of malaria control leading to world-wide 
eradication of the disease. India’s malaria problem is great and 
although some areas have been freed from the infection, others 
remain highly malarious. The danger of reinfection from within 
the country or fiom abroad is great in areas that have been 
cleared. For this reason India asks the World Health Organiza- 
tion to fix target dates for the start and completion of coordinated 
eradication programs for all countries in Southeast Asia. India 
further requested WHO to call together an expert committee on 
heart diseases. WHO was asked to formulate uniform qualifying 
standards for physicians on an international basis. 
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Treatment of Clubfoot.—Grewal and Mohinderpal reported a 
series of 476 consecutive cases of congenital talipes equinovarus 
(Indian Medical Record, February, 1956). In this series 77% 
were boys. The deformity was bilateral in 54.4%, and when uni- 
lateral the right side was affected more frequently than the left. 
A familial tendency was observed in 5.4%. Better results were 
obtained when the manipulative treatment was started early, 
preferably within six weeks of birth. In the children who re- 
ported for checkups, the condition in 14.5% of those treated had 
relapsed; 70% of the relapses occurred in children in whom the 
treatment was started after the age of 6 weeks. Children report- 
ing for treatment after the age of one year were not much bene- 
fited by the manipulative treatment and required operative 
procedures. When clubfoot was associated with other congenital 
anomalies, good results were not obtained due to deficiency in 
the bones of the feet and soft tissues. If spina bifida was also 
present, forcible manipulation and tight plaster often did more 
harm than good. 


Skimmed-Milk Powder.—A new model dairy, recently opened at 
Anand by the Prime Minister, is the first in the world to manufac- 
ture on a commercial scale skimmed-milk powder from buffalo 
milk. The plant processes daily 300,000 Ib. of liquid milk, 10,000 
lb. of butter, 12,500 Ib. of milk powder, and 1,200 Ib. of casein. 
Later, the plant will also produce sterilized cream, baby food, 
and lactose. 


PERU 


New Schools of Medicine.—Two new schools of medicine, one 
in Arequipa and one in Trujillo, will open soon. The government 
has appropriated nearly $250,000 to expedite this action. This 
will relieve overcrowding in the school of medicine in Lima. It is 
hoped that the medical school of the University of San Agustin 
in Arequipa, which was to have opened in 1958, will be able to 
open in August of this year. Representatives of the Rockefeller 
Foundation have offered to supply valuable technical equipment 
and to support a number of fellowships in the United States to 
prepare Peruvians as teachers in medicine and basic sciences. 


Increased Payment to Physicians.—In April the National Fund of 
Social Insurance for workmen increased the payment to all 
physicians working for the fund. A physician whose monthly 
earnings with the fund were $100 or more received an increase of 
15% and those who earned less an increase of 20%, whether or 
not they have other income. Last year, the medical staff of 
the Worker’s Hospital of Lima, which includes more than 100 


physicians, demanded an increase of 30 to 50% in the salaries of ° 


all the physicians working for the Social Insurance Fund. This 
was necessitated by the general increase in the cost of living. The 
increase granted is a poor compromise, 


SWEDEN 

Control of Silicosis.—Early in the 1930's, silicosis was included 
among the occupational diseases qualifying its victims for legal 
compensation. This measure helped to concentrate attention on 
a disease about whose frequency little had hitherto been known. 
Since 1931 about 2,000 cases have been reported, and at the end 
of 1953 about 1,400 patients were suffering with this disease. A 
survey of the subject by Dr. A. Ahlmark and his co-workers in 
Svenska lakartidningen for April 13 includes all the cases of 
radiologically diagnosed silicosis since 1931. They investigated 
the causes of death in the fatal cases, repeated the radiological 
examination of the survivors, and classified the patients as to how 
the disease was incurred (in iron foundries, mines, or the porce- 
lain or quartz industries). The ratio of severe to slight silicosis 
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varies greatly in different industries. Thus among iron workers, 
most of the patients suffered from first-stage silicosis, whereas 
most of the patients in the quartz industries suffered from third- 
stage silicosis. The expectation of life for a quartz worker with 
silicosis was about 5 years, whereas that of a porcelain worker 
with this disease was about 11 years. This finding indicates that 
a radiologist who is confronted by similar roentgenograms must 
modify his prognosis according to whether the patient does or 
does not come from a “bad” industry. Experience with the 
awarding of compensation for industrial silicosis has shown how 
difficult it is to gauge the degree of disability, for a young man 
may have radiologically severe silicosis without much disability 
if his capacity to adjust himself to it is relatively great. On the 
other hand, the elderly person with silicosis may experience a 
marked reduction of working capacity, although the radiological 
evidence of his disease is not in itself impressive. As this difficulty 
has greatly impaired the uniformity of assessments by medical 
examiners lacking sufficient experience, since 1934 the rule has 
been adopted of submitting doubtful cases to a central medical 
authority. Among the above-mentioned 1,400 workers registered 
as suffering from silicosis at the end of 1953 were 150 whose 
degree of invalidism had been put at 50 to 100% and another 350 
whose invalidism was put at 10 to 50%. 


Tularemia.—Most cases of tularemia come from fairly limited 
areas. The latest study of the subject comes from a hospital in 
Uppsala in which 47 such patients were treated in the period 
1938 to 1954. Reporting on them in Nordisk medicin for April 
26, Dr. Evvinn Tveteraas points out that in 15 of these patients 
tularemia had already been diagnosed on admission to hospital 
and 12 had been admitted with this diagnosis as a possibility. In 
the remaining patients alternative diagnoses had varied greatly 
and had included lymphadenitis, tuberculosis, septicemia, poly- 
arthritis, rheumatic fever, and even cancer. Some of the credit 
for the correct diagnosis in so large a proportion of the patients 
must go to the fact that nearly all the patients came from districts 
in which tularemia was well known. The agglutination reaction 
proved a most useful aid to the diagnosis, and it was usually 
positive within 9 to 14 days of the onset of the first symptoms. 
There were, however, two patients in whom this test took three 
weeks in which to become positive. 

None of the 47 patients had been known to have been in con- 
tact with any rodent before they fell ill. In 32 patients the infec- 
tion was traced to the sting of a mosquito or some other insect, 
and there were 15 in whom the source of the infection remained 
obscure. The frequency with which the primary lesion was in 
some part of the body not protected by clothing emphasized the 
importance of the part played by insects. The incubation period 
ranged from one to seven days in the 16 patients in whom reliable 
data were available on the subject. In 43 patients the disease was 
of the ulceroglandular type. In two it took the glandular form, 
in one the typhoid form, and in one the pulmonary form. The 
disease evidently runs a milder course in Europe than in America, 
and as yet no fatal case has been observed in Sweden. Apparently 
the disease is more serious when conveyed directly by rodents 
than when insects are responsible for its transmission. Treatment 
with sulfonamides and penicillin has largely been replaced by 
treatment with streptomycin and chlortetracycline. 


Erythroblastosis.—The interest taken in the infants born to 
Rh-immunized women is well illustrated in four papers on the 
subject published in Svenska lakartidningen for March 29, At 
the Caroline Hospital in Stockholm the creation of the Rhesus 
Laboratory has provided for the effective centralization of pa- 
tients with disorders involving the Rh factor. When Rh-im- 
munized pregnant women were first treated at this hospital, the 
mortality rate among infants with erythroblastosis was about 
50%. It fell to between 20 and 30% with the introduction of 
transfusions with Rh-negative blood. With the adoption of the 
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system of exchange transfusions since 1946, there has been a 
still further fall, and the mortality was only 3% for the 308 cases 
treated at the Caroline Hospital in the period 1952 to 1955. 
These figures concern only the immediate resuits. The ultimate 
future of infants with erythroblastosis is still obscure. One of the 
errors that needs correcting is the wholesale and irresponsible 
administration of blood by intramuscular injections on the false 
assumption that such injections can be given with greater im- 
punity than intravenous injections. The administration of Rh- 
positive blood by intramuscular injection to Rh-negative persons 
has a strong isoimmunizing effect. 


SWITZERLAND 


Accidents in Childhood.—Accidents have become an important 
cause of death in the age group 1-19, according to WHO (Epi- 
demiological and Vital Statistics Report, vol. 9, no. 1, 1956). In 
1953, in the 21 countries dealt with in the report, 8,415 boys 
between 5 and 19 years of age died from infectious and para- 
sitic diseases, compared with 13,414 in the same age group killed 
in accidents (5,948 of them by drowning ). Up to 96.4% of infants 
who die accidentally in their first year of life are victims of 
suffocation (44.8% in their cradle and 22.1% from choking with 
food or other objects ). The most dangerous accidents, apart from 
road accidents, are falls, which are responsible in some countries 
for 67% of all accidental deaths; drowning, which may account 
in some countries for 33%; fire and explosions, which may cause 
up to 25%; and poisoning, which in some places accounts for 
nearly 20%. Children between 1 and 4 years old are the main 
victims of poisoning and of burns; the age group 15-40 is most 
liable to machine accidents; and that of 15-25 to accidents due 
to firearms. Burns affect mostly children between 1 and 10 years 
old. In 1953, accidents of all kinds were responsible for between 
2.4 and 7% of all reported deaths. Accidents caused from 3 to 9% 
of all male and 1.4 to 4.8% of all female deaths. Traffic accidents 
cause between 0.4 and 3% of all deaths, while accidents from 
other causes are responsible for 1.6 to 4.5%. Most accidents to 
children can be prevented. The better the knowledge about 
accidents, the easier they are to prevent. Reliable statistics on 
fatal and nonfatal accidents can be important tools in preventive 
work. Such statistics help to arouse interest, point the way to 
intelligent action, and provide a measure of results achieved. 
That accidents can be prevented is indicated by the low rates 
achieved in countries where accident education has been actively 
pursued and appropriate legislation applied. Statistics have 
taught us not to let children sit in the front seat next to the driver. 
Experience has shown that the seat belt for children will greatly 
reduce injuries in case of a collision. 


World Health Assembly.—At the ninth World Health Assembly 
in May in Geneva, Morocco, Tunisia, and Sudan were admitted 
to full membership, and the Gold Coast, Nigeria, and Sierra 
Leone became associate members. This brings the total mem- 
bership of the World Health Organization to 88. The assembly 
adopted a resolution to facilitate renewed participation of inac- 
tive members (Union of Soviet Socialist Republics, Ukrainian 
Soviet Socialist Republic, Byelorussian Soviet Socialist Republic, 
Bulgaria, Rumania, Albania, Czechoslovakia, Hungary, and 
Poland), some of whom have expressed the wish to resume 
their collaboration. This resolution provided that financial con- 
tributions due from inactive members should be paid in full for 
years or part-years during which the countries had been active, 
while only a token payment of 5% of regular contributions was 
asked for inactive years. 

In his report on the work of WHO in 1955 (The Work of 
WHO, 1955, Annual Report of the Director-General to the World 
Health Assembly and to the United Nations, Official Records of 
the World Health Organization, no. 67, Geneva, Switzerland, 
World Health Organization, March, 1956), the Director-General, 
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Dr. Candau, said that no effective health program can be under- 
taken without first obtaining precise and reliable information on 
the nature and extent of the problems involved. In Europe and 
North America increasing attention is being given to occupational 
health, cardiovascular diseases, cancer, and rheumatism, but in 
the other regions, which contain about 80% of the world’s popu- 
lation, the fight against communicable diseases still has a high 
priority. In this field, the most vital and the most urgent problem 
is the need to strike at the malaria vectors before they are able 
to develop resistance to insecticides. In practically all regions 


the improvement of environmental sanitation and the education” 


and training of all types of personnel are the two essential steps 
toward raising the health levels of the population. WHO is 
giving extensive aid to national health administrations, anxious 
to correct the shortages of health personnel that continue to be 
a major deterrent to progress throughout the world. The WHO 
fellowship program has made more than 5,000 awards. The same 
purpose is being served by the assistance WHO gives to teaching 
institutions, as well as by the training courses and conferences 
it sponsors. The nursing and midwifery education projects are 
in effect in many countries throughout the world. 

The world-wide services rendered by WHO in such fields 
as epidemiological intelligence, statistics, and standardization of 
biological products will undoubtedly remain for a long time out- 
standing examples of the benefits member states can derive from 
international organizations and could scarcely obtain without 
them. Particular attention is given to the peaceful uses of atomic 
energy. The WHO program in this field includes training of 
public health personnel, development of standards, study of prob- 
lems related to somatic and genetic action of radiation, and ap- 
praising methods of radioactive waste disposal. 


TURKEY 


Hydronephrosis.—In the Bulletin of Ankara University Medical 
Faculty (vol. 5, no. 1-2), Prof. Kemal Serav reported on 107 pa- 
tients (78 men and 29 women) with hydronephrosis. In 50 men 
and 16 women the hydronephrosis was the result of renal and 
vesical calculi. Most of the patients were 20 to 32 years old. In 
46 men and in 12 women the hydronephrosis had occurred on 
the right side, and in 29 men and in 14 women on the left. Infec- 
tion was observed in 52 men and in 23 women, no infection in 
18 men and in 5 women, and mild aseptic pyuria in 8 men and 
one woman. In none of these patients was there any genitourin- 
ary tuberculosis. More than 75% of the infections were with 
Escherichia coli. Operation was performed on 65 patients: 
nephrectomy on 37 men and 14 women, pyelotomy on 6 men and 
4 women, ureterolithotomy on 3 men, and arterial resection on 
one patient. 


UNITED KINGDOM 


Hormones and Human Fertility.—Clearly defined endocrine 
causes of infertility are relatively uncommon, according to 
G. I. M. Swyer in the Practitioner (176:632, 1956). In the ab- 
sence of endocrine fertility factors, the empirical administration 
of hormones has little or no effect on the promotion of fertility 
and can only be condemned. So far as defective spermatogenesis 
is concerned, testosterone therapy may give gratifying results in 
hypogonadotropic eunuchoid men, but in noneunuchoid men 
the results are disappointing. For defective spermatogenesis 
large doses of testosterone may be given to produce temporary 
testicular suppression, to be followed by a rebound on cessation 
of treatment, or small doses may be given for an expected direct 
stimulatory action on spermatogenesis. Swyer’s experience with 
the former technique is that a rebound does occur, but in less 
than 20% of patients. Implantation of two or three 100-mg. 
pellets of testosterone subcutaneously may be of value in patients 
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with moderate depression of sperm density (15 to 20 million 
per milliliter) or with poor motility with fair or good density. 

A diagnosis of genital hypoplasia in women is made too often 
and on inadequate grounds. Even if present, unless accompanied 
by other evidence of ovarian deficiency, it is usually due to 
failure of the target organ and is therefore not amenable to 
treatment. In some patients, however, the administration of 
estrogens in moderately large doses and in interrupted courses 
sometimes leads to growth of the uterus, which may increase the 
chances of conception. The practice of giving small doses of 
estrogen during the first half of the menstrual cycle to stimulate 
the ovulatory flow of cervical mucus does control this infertility 
factor in some patients. Unfortunately, in some the dose of 
estrogen required to improve the cervical mucous flow is suffi- 
ciently large to inhibit or postpone ovulation. In such cases 
better results may be obtained by replacing the usual 10 to 14- 
day course by a shorter one, giving 2 mg. of diethylstilbestrol or 
0.1 mg. of ethinyl estradiol daily for the four days preceding the 
expected day of ovulation. The possibility of intracervical injec- 
tions of estradiol benzoate just before the time of ovulation is 
worth a trial in those patients in whom oral therapy inhibits 
ovulation, 

Endometrial dysfunction with consequent failure of implanta- 
tion is not a common or important infertility factor. When, 
however, repeated premenstrual biopsy specimens show a real 
deficiency of progestational development, it is reasonable to give 
progesterone in some form during the second half of the cycle. 
Hormonal deficiency is a relatively uncommon cause of abortion. 
No enthusiasm is expressed for the prophylactic antenatal use of 
diethylstilbestrol. Swyer himself was unable to find any differ- 
ence between patients given placebos and patients treated with 
this drug. It is doubtful if significant hypothyroidism is any 
more prevalent among persons complaining of infertility than 
among the rest of the population, and the indiscriminate ad- 
ministration of thyroid hormone, in any dosage, is to be deplored. 


Protecting the Nurse’s Back.—Of recent years there has been an 
increased incidence of herniated intervertebral disk among 
nurses. As home nurses are particularly vulnerable to this oc- 
cupational hazard since they so often have to lift helpless bed- 
ridden patients without any assistance, the health officer of Not- 
tingham introduced courses of instruction in safe weight lifting 
for home nurses. The methods, essentially the substitution of use 
of the strong thigh muscles for those of the back when lifting a 
patient, were easily learned by the nurses, who were much 
impressed by the ease with which they could carry out maneu- 
vers previously difficult or impossible. 


Tuberculin Reactions.—Routine tuberculin testing, followed by 
BCG vaccination if indicated, has been introduced for all 
recruits to the Glasgow police force, as a result of the findings 
in an investigation carried out by Imrie and Gemmill (Scottish 
M. J. 1:186, 1956). In a series of 1,291 members of the force 
aged 20 to 57 years who volunteered for the investigation, 13.4% 
were found to have negative tuberculin reactions. Although the 
highest proportion of negative reactors (24.5%) was found in the 
20-24 age group, there was an appreciable proportion in other 
age groups (12.7% in the 30-34 group and 13.4% in the 50-54 
group ). 


Unemployment Among Physicians.—Commenting on the fact that 
35 physicians were drawing unemployment benefits, Miss Pat 
Hornsby-Smith, Parliamentary Secretary, Ministry of Health, 
said that some of these physicians suflered from severe physical 
disability. Most of those recently placed on the dole remained in 
this status for less than 13 weeks, and only two for more than 26. 
A small number came into the National Health Service through 
vacancies advertised by local executive councils. The number of 
physicians in practice is certainly not decreasing. Last year 259 
practices became vacant through death or resignation; 177 suc- 
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cessors Were appointed, and there were 17 amalgamations with 
other small practices. The remaining 125 practices were dis- 
persed; of these 40 listed no patients, 51 had under 300, and 14 
had more than 700. The latter were dispersed because of such 
factors as location in a rehousing area or dwindling of the prac- 
tice due to movement of population. 

In some spheres there is still a shortage. There are now 3,000 
more physicians employed in the hospital service than the 13,500 
in 1949, and the number is increasing. In many areas it is 
difficult to obtain sufficient junior staff members. There are still 
many vacancies in some areas. There are specialties where more 
staff is needed. The problem is not one of general unemployment 
but primarily one of distribution, particularly in general practice. 
For the 84 advertised vacancies in 1955, the average number of 
applicants was 43, many of whom were already in practice and 
seeking a change. Competition for vacancies is much higher in 
the south of England than the north, where there are often as 
few as 10 applicants for a vacancy. Because of the possibility of 
future oversupply of physicians, the Willink Committee was set 
up to make recommendations on the future needs of the service 
and the expansion of certain specialties, such as mental health. 
This would no doubt have a bearing on the choice of specialties 
and on whether students would aim to be consultants or go into 
general practice. 


Medical Practices Advisory Bureau.—The medical director of the 
Medical Practices Advisory Bureau in his annual report stated 
that, in 1955, 32 vacancies overseas were filled by the bureau. 
Inquiries were received from all parts of the world, mostly from 
the Dominions and British territories overseas, and there were 
376 physicians on the books of the bureau interested in practices 
or appointments abroad. Roughly half the vacancies were in gen- 
eral practice. The remainder were appointments in industrial or 
governmental concerns. It is often difficult to fill temporary 
appointments in spite of the relatively high salaries and attractive 
terms offered. In other times these appointments seem to have 
been more attractive, in that they afforded an opportunity for a 
physician to save money, thus acquiring capital with which to 
establish himself in general practice. Nowadays there is a re- 
luctance to leave this country for two or three years for fear of 
losing one’s place in the queue. 


Training Administrators.—The Minister of Health and the Secre- 
tary of State for Scotland have approved a national scheme for 
the recruiting and training of administrative and clerical staff 
members employed by National Health Service hospital authori- 
ties and executive councils. On the hospital side only, special 
training posts in hospital administration are to be offered annually 
—16 this year—to attract university graduates and other profes- 
sionally qualified men and women. Trainees from inside or out- 
side the service will be selected to fill special training posts for a 
course of up to three years. They will be given practical ex- 
perience in all branches of hospital administration with different 
hospital authorities and courses of instruction at the Hospital 
Administrative Staff College of the King Edward’s Hospital 
Fund for London or the University of Manchester. The trainees 
will normally be under 30 years of age. 


Suicide with Insulin.—Another case of suicide with insulin has 
been recorded by J. F. Burdon, in Research Letter no. 11 of the 
College of General Practitioners. The victim was a well-nour- 
ished male diabetic, aged 31 years, who had a history of attacks 
of depression. His diabetes was normally controlled by 15 units 
of protamine zinc insulin and 10 units of soluble insulin. He was 
admitted to hospital one hour after having been found un- 
conscious. Circumstantial evidence pointed to the fatal dose of 
insulin having been taken four hours before he was discovered. 
He had taken 800 units of protamine zinc insulin and 1,200 units 
of soluble insulin. He died of bronchopneumonia nine days after 
admission without regaining consciousness. 
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CORRESPONDENCE 


EXTENSIVE LOW-COST REFERENCE 
LIBRARY FOR PHYSICIANS 


Yo the Editor:—The purpose of this letter is to suggest a plan 
for an extensive medical reference library that any physician 
could own at low cost to himself. This large library would 
occupy little storage space, be convenient to use, and be exhaus- 
tive in its scope. If this plan were adopted there would be little 
need for authors to distribute reprints of published articles. 
In 1944, Fremont Rider, a librarian, published a book, “The 
Scholar and the Future of the Research Library: A Problem 
and Its Solution” (New York, Hadham Press), in which he 
advanced a new concept in library science—the microcard. 
For those not familiar with the term, the microcard is a paper 
card 3 by 5 in. in size, of the kind ased in the card catalogues 
of most libraries. These cards, rather than just listing the books 
and periodicals available in a library, are the library. On one 
side of each 3 by 5 in. card 60 standard-sized pages of a book 
or periodical are reproduced from the original source by a 
method of photographic reproduction that has been developed 
at a cost of nearly a quarter of a million dollars. This repro- 
duction is an exact photograph of the original article, with all 
of the illustrations and text reproduced without any change 
except in size. 

Since 100 of these cards are only 1 in. thick, a physician 
with an ordinary 12-in. file cabinet on his desk for 3 by 5 in. 
cards could have over 70,000 pages of printed material in each 
drawer. A few drawers of cards could contain a large library. 
The cards are read by slipping them into a microcard reader, 
which reproduces each page to slightly larger than its original 
size on the surface of its glass viewing area. These readers are 
manufactured by many commercial concerns and are only 
slightly larger than a typewriter in size. They can be used with- 
out reducing the illumination in a room. The cards are labeled 
in print of ordinary size so they can readily be selected for use 
from the file drawer. Microcards are more durable, less expen- 
sive, and much easier to use than microfilm. The back of any 
card can be used to write abstracts or to index data. Technical 
details of microcard production can be obtained from the 
Microcard Foundation in La Cross, Wis. 

Extensive use has been made of microcards, but, to the 
writer's surprise, little use has been made of them in medicine. 
Thousands of publications have already been made on micro- 
cards in the chemical literature and in many other specialties. 
The Congressional Record and many large collections of legal 
books are on these cards. The United States Office of Naval 
Research uses this medium for dissemination of its voluminous 
reports. During the last few years, the Atomic Energy Commis- 
sion has used microcards to distribute its technical reports. 
Many industries have had their records placed on microcards, 
thereby reducing whole rooms of files to a few small drawers. 
By this method the patients’ charts of medical centers or 
teaching hospitals could be reproduced, with each chart occupy- 
ing a card or a part of it. By using a filing machine, those cards 
of interest on any particular problem could rapidly be selected. 
Since the reproduction of additional cards is little more expen- 
sive than one card, each department in a medical school or 
hospital could have a complete file of all patients’ charts for 
its own use. 

While certain university presses and other organizations 
interested in methods of photoduplication have prepared medical 
journals by this method, their work has been very limited and, 
therefore, costly, because of the few users of the microcards. 
It is proposed that, if sufficient physicians became interested 
in a microcard library, current medical journals could be repro- 
duced in large quantities and the average medical periodical 
could be obtained for less than one dollar a year. 

This would not interfere with the present income of publish- 
ers but would supplement their current business. Individuals 
would still subscribe to journals in which they were particularly 


interested. At the end of a year, for less than the cost of binding - 


or storage of a medical journal, they could purchase it on micro- 


cards, Periodicals that a physician would not now purchase but 
would still like for reference purposes in his library he could 
purchase just on microcards. Many periodicals that now have a 
small circulation would undoubtedly have a definite increase 
in their income if they were available at small cost on micro- 


cards. Journals would no longer need abstract sections if physi- 


cians could easily and economically obtain as many periodicals 
as they desired in compact microcard forms. It is much more 
simple to learn and remember a discussion after seeing it on a 
microcard with all of the pictures, graphs, and variations seen 
in the original article than after just looking through the lists of 
review abstracts that many periodicals contain. In addition, 
the microcard would contain the entire text, thereby being much 
superior for reference purposes than abstracts. 

Such a plan could be successful if a very large number of 
persons became interested, as the cost of the microcard pro- 
duction would be only a few cents a card if there were many 
subscribers to such a service. If large educational and _ philan- 
thropic foundations could be induced to give their support, 
they might do more ultimate good by helping to subsidize a 
complete reference library for all interested physicians than by 
concentrating their funds for research on a single disease entity 
as many do today. Possibly, pharmaceutical manufacturers 
could become involved in such a project by helping distribute 
microcards of complete journals. Probably few physicians would 
object to some advertisement on the back blank side of the 
card. Satisfactory copyright agreements could be arranged 
with the publishers of medical periodicals as has been done in 
other fields where microcards are extensively used. If such a 
project were developed on a large scale it would help solve the 
current difficulties regarding reprints of published articles. 
If whole journals could be obtained or microcards at little 
cost, many persons who now write for reprints would rather 
subscribe to the whole journal in microcard form. The cards 
could be filed in any order the owner would want, and the 
whole journal would occupy less space than the present reprints. 
Consequently, authors of articles would not have to bear the 
present cost of distributing reprints in large quantities. 
~ It should be reemphasized that the method proposed in this 
letter would not detract from the present income of periodical 
publishers but would increase it. Physicians wouid still sub- 
scribe to journals in which they were particularly interested, as 
they do today. These they would read and then discard, thereby 
having no cost for binding or storage. In addition, the micro- 
card publishers could mail to each subscriber a 3 by 5 in. card 


in an ordinary letter envelope, which would contain the whole. ~ 


journal on one side of the card. Individuals could also subscribe 
to other journals that they would not ordinarily purchase because 
of the cost or lack of storage space only in the microcard form. 
These would only cost a few cents a card to produce if made on 
a large scale. Any profit made would be in addition to the 
present income of these journals. It would be necessary for the 
major periodical publishers to cooperate to make the plan pro- 
posed in this letter a success. It is not likely that many physicians 
would be interested in purchasing a microcard reader unless 
most major periodicals could be obtained in this form. If this 
plan should get wide enough support, any interested group or 
individual could have a small file on his desk with complete 
copies of 50 or more current medical periodicals for immediate 
reference. 

THoMas Aversacn, M.D. 

30 N. Michigan Ave. 

Chicago 2. 


ATHLETICS IN SCHOOLS 


To the Editor:—Physicians are deeply interested in modern 
methods of conducting rigorous combative sports with maximum 
safety for participants. However, it is questionable whether the 
article by Novich, “A Physician Looks at Athletics” (J. A. M. A. 
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161:573 [June 16] 1956) offers a helpful approach to existing 
problems. The writer implies that there is some sort of a tug of 
war between coaches bent on misusing youngsters and team 
physicians striving valiantly to protect them. At Weequahic High 
School ( Newark, N. J.) where Dr. Novich is the team physician, 
the sports program is directed by Charlie Schneider, a prototype 
of the scholarly, dedicated physical educator who has for decades 
guided and fussed over his charges with the care of a mother. 
There are undoubtedly isolated instances of brutal misuse of 
youngsters by morons masquerading as coaches, but the great 
mass of our physical educators are profoundly sincere, conscien- 
tious, ethical men who would no more think of harming your 
child than they would their own. 

Dr. Novich only casually alludes to trainers. The modern 
trainer is a college graduate, often with a master of science 
degree and not infrequently with a doctor of philosophy. These 
men are thoroughly versed in conditioning, selection and care of 
equipment, bandaging, dieting, psychology, physical therapy, 
and first aid of common athletic injuries. During their under- 
graduate and postgraduate years, they serve as assistant trainers. 
For example, Martin Lacey, recently selected to serve as athletic 
trainer for the University of North Carolina (Dr. Novich’s alma 
mater ), toiled for six years as assistant trainer at the University 
of Maryland. The modern trainer thus possesses specialized 
technical knowledge that makes him as invaluable an aid to the 
physician as is the nurse, the laboratory technician, or the 
physical therapist. On June 19 and 20, I was one of a panel 
of physicians lecturing at the annual trainers convention in 
Boston, where over 200 trainers from every part of the United 
States spent some of their meager income to learn what is new 
and useful in their specialty. The physician who comes in contact 
with this splendid body of men is left with a profound apprecia- 
tion of their indispensability in caring for those participating in 
strenuous sports. 

Dr. Novich contends that conditioning should be guided by 
the team physician. In over 45 years of intensive contact with 
athletic activities, I can recall only a handful of physicians quali- 
fied to undertake this task, and these men were football coaches 
(Wilce, Spears, and Stevens). Why not leave this vital task to 
the graduate physical educator, the coach, the trainer—the 
specialists who have prepared themselves for this responsibility? 
Similarly, Dr. Novich’s contention that the planning and the 
selection of athletic equipment should be assumed by the team 
physician is equally untenable. Manufacturers such as Wilson, 
Spalding, MacGregor, and Rawlings spend millions of dollars 
in intensive research aimed at enhancement of the protective 
features of equipment. The coaches, the trainers, the equipment 
managers, all add their know-how and experience to the task. 
Why should a physician meddle in this complex and specialized 
problem? “Only the physician is equipped to deal with a player 
* who has been hurt. . . . First aid for boxing and football injuries 
should be given only by the doctor in attendance.” Surely Dr. 
Novich does not mean that a physician is to be summoned for 
every little scratch or bruise. That is not the way we manage 
our minor emergencies in hospitals or during war. The present 
approach is much more sound: the coach or the trainer, carefully 
and thoroughly versed in basic first aid, evaluates the injury and, 
if there is any possibility of it being at all serious, promptly refers 
the case to the physician. 

Dr. S. E. Brurk 
85 Fifth Ave. 
New York City. 


THE EVILS OF SERVICE BENEFITS 

To the Editor:—The principle of service benefits has now been 
operative for a considerable period of time, sufficiently long for 
some appraisal as to its effects on the general public and on the 
medical profession at large. My understanding is that the appeal 
to the profession for service benefits was made on two grounds: 
one, to help the indigent receive medical care by a physician of 
their choice and, two, to enhance the number of patients vis- 
iting private doctors by diminishing the need of clinic care. 
Thus, the appeal was made on a humanitarian basis and at the 
same time on an economic basis. Physicians, by and large, are 
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blessed with a spirit of humanitarianism, and many members 
of the profession heeded the call and agreed to render paid-in- 
full medical care for low-income families and individuals. Many 
other physicians honored service benefits as payment in full 
without binding themselves by a written contract and continue 
to do so today. Others felt that their liberties were infringed 
upon and reserved the right to individually establish their fees. 
They felt that their fees concerned the patient and the physician 
and were no concern whatever of any third party, regardless of 
what organized medicine might say of the general philosophy 
of the introduction of a third party through the medium of 
such plans as Blue Shield, “the Doctors’ Plan.” 

This last group of physicians rested their case on the tradi- 
tional rights long enjoyed in the United States, the funda- 
mental right of the freedom of contract. They defended their 
humanitarianism none the less. To them humanitarianism was 
to be practiced on an individual basis, not in some collective 
scheme with its attendant evils. Consideration, benevolence, 
and morality find their wellsprings in the individual heart and 
mind and are not to be achieved, and cannot be achieved, by 
legislation or by any coercive means. These physicians were 
individualists in the finest sense of the word and were wary of 
collectivistic philosophies, which are rampant in our world 
today. They were interested in and respectful of the “social 
good.” They differed in the implementation of these goals. 
Collective force to achieve social gains has a sad history in the 
world and must inevitably end in slavery. The principle of 
service benefits, then, initially motivated by a humanitarian 
spirit, with human nature being what it is and not what it 
ought to be, could deteriorate into a form of slavery for the 
medical profession. 

Service benefits promised medical care for less than the free- 


market rate. Everyone is interested in bargain rates and many 


groups immediately set out to benefit by this arrangement, 
which in its inception was provided specifically for the indigent. 
In this semantic age it was a simple matter to redefine the 
boundaries of indigence. Income levels eligible for service 
benefits were raised with the acquiescence of medical organ- 
izations. They were subsequently raised again, so that in some 
states service benefits were being contracted for income levels 
as high as $6,000 to $7,000. At this level a change of phi- 
losophy was effected; higher income groups were to be made 
eligible for service benefits because of competitive private 
insurance programs. Service benefits in general still were lower 
than the fees in the free market. 

The public at large liked this idea. Why not? Everyone likes 
to pay less for neeced goods and services. They were becoming 
oriented to the idea of a fixed fee for medical services, regard- 
less of income. What was desirable would become a right and 
then a demand. Organized labor proclaimed its aim to be paid- 
in-full medical care insurance (that is, service benefits) for 
all workers. Service benefits, then, were becoming an ever- 
tightening vice constricting the freedom and liberties of the 
medical profession. What was initiated and motivated by a 
humanitarian spirit could become humanitarianism with a 
guillotine for the individual doctor with his own neck as 
the casualty. 

Doctors were being urged to become participating physicians. 
This was the plan, they were told, that would forestall social- 
ized medicine. This was “their plan.” Thirty-four of the 50 
Blue Shield plans today penalize the nonparticipating physician 
in the following manner: (1) by not paying him at all, (2) by 
paying him only for emergency service, (3) by paying him a re- 
duced rate, and (4) by paying subscribers directly. The time 
could conceivably arrive when a nonparticipating doctor for 
economic survival would submit to rendering medical care 
under conditions alien to his rights as a physician and citizen. 
The accomplishment of a “social good” for a segment of the 
population at the expense of another segment is not a good at 
all. It is immoral. Must morality be sacrificed for social gains? 
Eleven states boast Blue Shield plans that have indemnity plans 
only. I suspect that the physicians in these states were alert to 
the inherent dangers of service benefits from the beginning. 

S. J. Baupo, M.D. 
41-14 Ave. 
Long Island City 5, N. Y. 
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MISCELLANY 


MEDICAL PRACTICE IN RUSSIA 


Following is a translation of a letter that appeared in a recent 
issue of the Russian newspaper Literaturnaya Gazeta ( Literary 
Gazette), May 5, 1956. The letter has been translated for publi- 
cation in Tue JounNat for whatever interest it may contain for 
physicians who are interested in studying the effects of govern- 
ment control on medical practice.—Ep. 


An article entitled “Hours and Minutes of a Doctor” was 
printed in the newspaper Literaturnaya Gazeta almost three 
years ago. With chronometric exactness, this article ticked off 
the normal working day of a doctor-therapeutist at one of the 
polyclinics in the city of Zaporozhe. It showed convincingly the 
manifest need for reducing medical red tape. 

Many people who read the Hours and Minutes article heaved 
a sigh of relief. “At last!” they exclaimed. They hoped and waited 
for the USSR Ministry of Health to review and simplity docu- 
mentation and remove a good half of the paper mountain from 
the doctor’s desk. The article created quite a stir. But today, tens 
of thousands of doctors still waste great amounts of time in the 
same old way filling out every conceivable type of résumé, 
journal, paper, record, and card. Just as was the case three years 
ago, the largest part of the 10 minutes allocated as the norm for 
a patient’s visit is consumed in writing. 

It is a burdensome task for the doctor. And the patient? How 
do you think he feels when he walks into the physician’s office 
with his ailments and sees that the doctor’s attention is riveted 
not to the person but to the papers? Questions are asked abruptly. 
At times, the patient’s answers reach the doctor’s papers but not 
his consciousness. Listening to the complaints with one ear, and 
with his head bent over his papers, always writing, the doctor 
sometimes does not even look at his patient. Detailed descriptions 
of symptoms, of course, interfere with the paper work. The doc- 
tor’s gestures, attitude and tone all serve to hurry the patient. It 
is always “faster, faster; get to the point quicker! Be briefer!” Up 
goes the stethoscope to the doctor’s ears: “Breathe! Deeper! 

coven Then the doctor’s hand is again drawn to his pen. “Next 
patient! . 

As Mr.‘ ‘Next” enters and undresses, the doctor finishes writing 
the history of the departing patient's illness, fills in the appropriate 
column in his journal, makes an entry on a dispensary card, and 
jots down a summary of the visit. And if the patient takes too 
long with his complaints? If he begins to ask the doctor questions 
about his illness? Then not 10 but 20 minutes are spent on the 
patient. Five or six such unforeseen incidents occur each day. 
ihe more frequent these prolonged visits are, the more the doc- 
tor’s haste, impatience, and nervousness increase. Where is there 
time to think about the patient? 

Late at night the doctor returns home, barely dragging his 
wury limbs, and starts to write what he had not been able to put 
down during the day while he was with his patients. 

About three years have passed since publication of the article 
“Hours and Minutes of a Doctor.” Recently another article ap- 
peared, this time in the newspaper Medical Worker. Titled “The 
Value of Time,” it took up the same urgent theme: the squander- 
ing of doctors’ time and energies in writing. Again medical per- 
sonnel saw some dim hope for emancipation from paperwork. 

But with his tongue literally hanging out in strain and haste, 
the doctor still must write, write, write. As for the patient, he is 
not so much treated as “officially processed.” 

Who needs all these tons of monotonously faceless documents? 
Where do they go? Who reads them? Could it be that cadres of 
Soviet doctors are being trained for paper creativeness? Which is 
more important: to “process officially” one history of illness 
with all the appropriate paper attachments thereto or to use the 
same time to examine 10 live people who are waiting for the 
doctor’s attention, treatment, and encouraging, healing words, 
which the ill sometimes need more than any medicine? 

Under the present system, consideration and concern for the 
sick patient sink into the background. The very process of medical 
thought is bureaucratized. The doctor-thinker is transformed into 
the doctor-bureaucrat. 
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Both newspaper articles show by logic and fact the necessity 
for radical change in our method of administering to the sick. 
But, although the articles were read with satisfaction by doctors 
and nondoctors, no real help in remedying the situation has been 
given. What is the matter? Why does the USSR Ministry of 
Health continue to ignore the hard facts and circumstances set 
forth in these articles? Why did the newspaper editors sit back, 
their minds at rest, once the critical articles had been printed? 

A doctor’s work is as complex as it is honorable. It demands 
conditions permitting maximum exertion of the physician’s mental 
powers. In each individual case, medical thought must be crea- 
tively free and concentrated on only one thing—the ill person. To 
do this, it is necessary, above all, to have the opportunity to work 
calmly and without haste and to think about the patient. 

The time has long since arrived for the Ministry of Health to 
present Soviet doctors with this opportunity. 

Doctor Ye. Kremensky 
Odessa. 


MEDICAL FILM REVIEWS 


Pitfalls in the Management of Refractory Heart Failure: 16 mm., color, 
sound, showing time 33 minutes. Prepared by the Georgetown University 
Medical Center in collaboration with the American College of Physicians, 
Produced in 1955 and procurable on rental ($25) or purchase ($395) 
from Medical Film Guild, Ltd., 506 W. 57th St., New York 19. 


This is an orientative film, but the comprehensive treatment 
of the subject has resulted in a film complicated by an over- 
abundance of clinical and laboratory techniques, so that its 
usefulness is thereby limited. The pitfalls outlined are (1) over- 
digitalization or underdigitalization; (2) inadequate salt re- 
striction; (3) errors in diagnosis; (4) abuse of mercurials; and 
(5) electrolytic imbalance. These are discussed accurately and 
authoritatively, with several cases utilized as examples. The 
teaching value of this film would have been infinitely enhanced 
by careful case selection and clinical demonstration before and 
after therapy. The electrolytic consideration renders the film 
good for purposes of review, but it decidedly limits its audience. 
Camerawise, the use of split-screen technique is interesting and 
effective. The dramatic opening sequence is overdone and has 
a Hollywood touch. Many of the illustrations could have advis- 
edly been omitted and actual electrocardiograms substituted 
for meaningless ones. Undoubtedly through an editing over- 
sight, constrictive pericarditis is included in the list of non- 
cardiac conditions simulating congestive heart failure rather 
than as a condition precipitating or aggravating heart failure. 
The film is too complicated for those who are not familiar with 
the difficulties already and too simple for those who are. None- 
theless, the film is recommended for senior medical students, 
medical interns and residents, general practitioners, and 
internists, 


Venepuncture: 16 mm., color, sound, showing time 15 minutes. Produced 
by and procurable on rental ($8) from Imperial Chemical Industries (New 
York) Ltd., 488 Madison Ave., New York 22. 


This film shows how good and bad venipuncture technique 
can affect the doctor-patient relationship. Two general prac- 
titioners, skilled, and less skilled, are shown removing samples of 
venous blood from patients in their consulting rooms. The first 
half of the film deals with the common errors and how to avoid 
them and the second half shows the correct technique. The 
choice of the correct vein and the patient with difficult veins 
are dealt with. Intravenous injection of fluid is also briefly 
illustrated. The film shows good and bad needle points highly 
magnified, emphasizing how these can inflict unnecessary pain 
and injury. The approach to venipunctures, both psychological 
and technological, und the equipment are well demonstrated, 
and the importance of well-kept equipment is stressed. The 
venipuncture technique is excellent. The film is recommended 
for medical students, technicians, nurses, and blood bank 
personnel. 
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Renal Function After Recovery from Acute Failure. J. T. Fin- 
kenstaedt and J. P. Merrill. New England J. Med. 254:1023- 
1026 ( May 31) 1956 [Boston]. 


The authors record another long-term follow-up study of 16 
patients who recovered from acute renal failure. Within six 
months, the phenolsulfonphthalein excretion and the specific 
gravity of the urine were normal. Clearance values, however, 
remained below the lower limit of normal in most of these pa- 
tients. These findings are consistent with permanent renal dam- 
age of a mild degree. Progressive diminution of renal function 
does not occur after recovery from acute renal failure unless 
some other disease causes additional damage. 


Further Clinical Studies of Thyroid and Salivary Gland Func- 
tion with Radioiodine. C. H. jJaimet and H. G. Thode. Canad. 
M. A. J. 74:865-870 (June 1) 1956 [Toronto, Canada]. 


Radioactive iodine (U™) pickup, conversion-ratio, and saliva 
tests were performed on over 400 patients, 70 of whom had 
hyperthyroidism and 40 hypothyroidism. The rest were euthy- 
roid. The diagnosis in each patient was first based on clini- 
cal assessment, I pickup, and conversion-ratio tests. The 
I secreted by the salivary glands 24 hours after the adminis- 
tration of a 50-ue dose of I (saliva activity) and the ratio of 
the saliva activity to the activity of protein-bound iodine in the 
plasma (S-PBI ratio) were determined. Results showed that 
the S-PBI ratio is & remarkably good index of thyroid function. 
Not only was the S-PBI ratio test found to be accurate in 
almost all patients but in many patients in whom other radio- 
iodine tests gave inconclusive results, the results of the S-PBI 
test were more consistent with the final clinical diagnosis. 
Advantages of the S-PBI test for thyroid function are as follows: 
(1) its accuracy in evaluating thyroid function in patients with 
hyperthyroidism is equal to that of I pickup and conversion- 
ratio tests; (2) it gives an accurate indication of hypothyroid- 
ism, whereas the other tests give disappointing results (with the 
exception of the thyroid-stimulating-hormone test); (3) it 
seems to follow clinical symptoms more closely in patients 
during the course of treatment with I", propylthiouracil, and 
other therapy? The excellent correlation between saliva tests 
and thyroid function provides strong clinical evidence for a 
connection between the salivary and thyroid gland systems and 
supports Faweett and Kirkwood’s concept that the salivary 
glands play an important part in the iodine cycle in the body, 
possibly in the degradation of organically bound iodine. 


Leukemic Reticuloendotheliosis. G. R. Gosselin, D. G. Hanlon 
and G. L. Pease. Canad, M. A. J. 74:886-891 (June 1) 1956 
{ Toronto, Canada}. 


Forty-nine patients with leukemic reticuloendotheliosis were 
studied at the Mayo Clinic between 1944 and 1953. Leukemic 
reticuloendotheliosis is a definite and distinct hematological 
entity that may be of three main types: the primitive cell type, 
the monocytic type, and the lymphocytic type. Most of the 
authors’ patients had the lymphocytic type of the disease. It is 
impossible to make the diagnosis of leukemic reticuloendotheli- 
osis clinically with the aid of history, symptomatology, or physical 
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findings, since these are not specific and are quite similar to 
those observed in the lympholeukemia group of diseases. 
Clinically, these patients may present (1) a history of pre- 
ceding respiratory infection or so-called flu syadrome, which 
may appear as the initial manifestation; (2) systemic, nonde- 
script symptoms such as fatigability, loss of weight, low-grade 
fever, and night sweats; (3) a short history of splenomegalia 
and occasionally hepatomegalia; (4) a mild, variable, general- 
ized lymphadenopathy; and (5) cutaneous manifestations such 
as generalized erythroderma, mycosis fungoides, and other non- 
specific lesions of the skin. Although the clinical aspects of this 
disease do not greatly differ from those of leukemias, the 
hematological picture is pathognomonic and is characterized 
by the presence in the blood and bone marrow smears of 
reticuloendothelial cells, reticular lymphocytes, transitional 
cells, and mature lymphocytes; a mild to moderate usually 
normocytic but often macrocytic anemia; leukopenia with 
relative lymphocytosis; thrombocytopenia; and hypoplasia of 
the bone marrow. 

Leukemic reticuloendotheliosis is an inexorably fatal disease 
in which treatment is only palliative. The course of the disease 
is extremely variable, and the disease may be manifested in 
three main forms. The acute type is rapidly progressive, with 
a Clinical picture quite similar to that of acute leukemia; death 
may occur within a few weeks or months. This form is rarely 
seen in patients with the lymphocytic cell type, and it occurs 
more frequently in the monocytic and primitive cell types. 
Four of the 49 patients had the acute type of the disease. The 
subacute type consists of two successive phases. The first and 
longer phase is characterized by the involvement of one or 
many organs, frequently the skin, and by low-grade systemic 
manifestations. The disease remains slowly progressive until 
the onset of the second phase, which is one of acute exacer- 
bation with the clinical picture seen in the acute type. Twenty- 
three patients had this form of the disease. The third and 
chronic type is characterized by prolonged spontaneous or 
therapeutic remissions with remarkable subjective improvement, 
which may last for months. Twenty-two patients had this type 
of the disease, and four of them lived for more than 10 years 
after the onset of symptoms. Radiotherapy is the treatment of 
choice in these chronic cases. 


A Contribution to the Treatment of Peripheral Vascular Af- 
fections. G. B. Garbini and G. C. Cattini. Minerva cardioangi- 
ologica 4:90-100 (Feb.) 1956 (In Italian) [Turin, Italy]. 


The authors studied the effects of hydrophthalazin compounds 
on the arterioles of the fingers, the toes, and the ear lobes. The 
variations in cutaneous temperature, in the local blood flow, 
and in general and local blood pressure were determined. The 

ic tracings were studied. The results 
tia an increase in the arterial blood flow caused by a drop 
in peripheral resistance and a consequent increase in local blood 
flow. These effects were evident in normal individuals and 
very marked in patients with vascular disease. 


Five-Year Follow-Up of Minimal Pulmonary Tuberculosis With 
and Without Chemotherapy. M. E. Florey. Am. Rev. Tuberc. 
73:818-829 (June) 1956 [New York]. 


The author reports further progress of patients reviewed in 
a report published in 1952. Two series of 15 -patients each 
with minimal tuberculosis were followed up during the third to 
fifth years from the first treatment. One series of patients had 
received collapse therapy when possible or, if impracticable, 
rest and graduated exercise; those in the other series had 
received monthly courses of streptomycin, the beginning of 
each fresh course being dependent on the finding of a strepto- 
mycin-susceptible strain of tubercle bacilli in a laryngeal swab 
or sputum culture. Courses were continued according to the 
positive bacteriological reports. Some patients received only 
two courses within the first six months; others continued to 
receive them until the fourth year. Comparison of the results 
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after five years of the two types of therapy when pursued for 
at least the first two years showed that there were 17 various 
interruptions to progress in eight of the patients treated without 
antimicrobials and 8 such interruptions in three of the patients 
treated with streptomycin. 

With regard to ultimate results after five years, the authors 
say that, of 15 patients who received no chemotherapy during 
the first two years, 11 were well; in 8 of these patients the 
treatment had not been changed to chemotherapy. Of the 15 
patients who received streptomycin, 12 were well and active at 
the end of five years; in 10 of them treatment had not been 
changed to collapse therapy. but in one patient collapse therapy 
was begun in the sixth month because resistance to streptomycin 
had developed. The type of streptomycin therapy outlined in 
this paper is not one recommended for routine use at the present 
time, now that other chemotherapeutic agents are available. 
The results, however, are considered useful as a basis for com- 
parison with other kinds of chemotherapy during which patients 
are followed for a five-year period. 


A Study of Tuberculous Round Foci. J. M. Black and G. Poole. 
Am. Rev. Tuberc. 73:805-817 (June) 1956 [New York]. 


The authors define a round focus as one that on a plain 
roentgenogram appears sulid, homogeneous or heterogeneous, 
round or nearly round, with well-defined margins, and is clearly 
separate from any adjacent lesion. They present observations 
on 124 patients with a total of 177 round foci; 98 of these 
patients had a single round focus. All patients had been under 
observation for more than one year, 65 for over four years. In 
31 of the patients the lesions were derived from infiltration and 
in 8 from blocked cavities; in others, the mode of origin remain- 
ed unclassified. In 84 of the patients the foci were initially 
present and in the other 40 this was not the case. A table that 
classifies the 124 patients according to mode of discovery of 
the round foci shows that routine roentgenographic examination 
revealed the round foci in 33 males and 27 females; examination 
on referral for diagnosis revealed them in 25 males and 26 
females; and examination of contacts of tuberculous patients 
revealed them in one male and 12 female patients. The authors 
regard the rather large number of female contacts with round 
foci as significant. The contact patients were chiefly in the 
younger age groups. 

When chemotherapy was used in the treatment of round foci, 
it was noted that a higher proportion of foci regressed or dis- 
appeared, compared with those not treated with chemotherapy. 
The value of chemotherapy is more striking when given after 
the breakdown of a round focus; almost one-third of the foci 
in the present series disappeared when treated with chemo- 
therapy after breakdown, and, in addition, almost one-half 
regressed. In all patients in whom the disease spread after the 
breakdown of a round focus, rapid control of the new disease 
was speedily achieved by chemotherapy. In 20.4% of the patients 
with a single round focus, the tuberculosis was progressive. 
The authors believe that most patients with round foci should 
receive antituberculous chemotherapy, that surgery is only 
occasionally required, and that the prognosis with chemotherapy 


is good. 


Bronchogenic Carcinoma and Pulmonary Tuberculosis: Prob- 
lems in Diagnosis with Special Reference to Antituberculous 
Chemotherapy. H. Weissman. Am. Rev. Tuberc. 73:853-867 
(June) 1956 [New York]. 


Reports of the coexistence of pulmonary tuberculosis and 
bronchogenic carcinoma appear with greater frequency 
because of the greater longevity of patients with pulmonary 
tuberculosis. The diagnosis of the pulmonary malignancy is 
frequently delayed in these patients, particularly when an 
antimicrobial drug clears up the associated pulmonary infection. 
The author reports observations on 25 patients with broncho- 
genic carcinoma who were hospitalized at the Veterans Admin- 
istration hospital, Castle Point, N. Y., between 1946 and 1954 
inclusive. These patients were divided into five groups. Group 
1 consisted of patients whose bronchogenic carcinoma was 
combined with active pulmonary tuberculosis and who were 
treated with various regimens of streptomycin, isoniazid, and 
aminosalicylic acid. This resulted in reversal of infectiousness, 
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clinical improvement, or roentgenologic improvement, either 
alone or combined. Group 2 consisted of similar patients whose 
pulmonary tuberculosis was treated with bed rest alone. Group 
3 consisted of patients in whom the pulmonary malignancy was 
combined with inactive pulmonary tuberculosis. Group 4 com- 
prised patients with a pulmonary malignancy that simulated 
active pulmonary tuberculosis and was treated as such. Group 
5 consisted of patients whose pulmonary malignancy was not 
combined with any other pulmonary disease. All but one of the 
five patients belonging to this group were treated for respiratory 
symptoms for an average of six months. The fifth patient, 
although ill for five months, consulted his physician only three 
days prior to hospitalization. 

The author emphasizes that, with the steady increase of 
active pulmonary tuberculosis among males of the fifth, sixth, 
and seventh decades, an increased incidence of bronchogenic 
carcinoma in this susceptible age group is to be expected. 
When the pulmonary tuberculosis fails to conform to the pattern 
of uncomplicated disease, the presence of another disease 
entity should be considered. It is important to rely Jess on 
laboratory procedures and more on clinical appraisal, which 
takes into account the whole person, the symptoms, and the 
clinical course as they relate to the roentgenographic findings. 
The importance of metastatic or arthritic manifestations as 
presenting symptoms in the diagnosis of bronchogenic carcinoma 
is discussed. In the susceptible age group, a high index of sus- 
picion in regard to a possible pulmonary neoplasm is necessary. 
The presence of active or inactive pulmonary tuberculosis or 
the demonstration of tubercle bacilli in the sputum does not 
exclude the possibility of coexisting bronchogenic carcinoma. 


Human Infection with the “Yellow” Acid-Fast Bacillus: A 
Report of 15 Additional Cases. L. E. Wood, V. B. Buhler and 
A. Pollak. Am. Rev. Tuberc. 73:917-929 (June) 1956 [New 
York]. 


The authors had previously reported two cases of human 
disease due to an atypical acid-fast organism that has been 
referred to as the “yellow bacillus” because of the yellow 
appearance when grown on culture mediums. This chromogenic 
quality distinguishes the yellow bacillus grossly from human 
tubercle bacilli, which produce a cream to buft color, and from 
the acid-fast saprophyte (the “orange bacillus”), which pro- 
duces an orange color. The yellow bacillus produces a smooth 
colony, is acid-fast with the Ziehl-Neelsen or Fite stain, and is 
larger than the bacillus of the H34Rv strain of Myco. tuber- 
culosis. It does not produce progressive fatal disease in guinea 
pigs but does produce generalized disease and* death when 
injected into Syrian golden hamsters. The present paper reports 
15 additional patients with disease due to this organism, in- 
cluding one previously mentioned briefly in abstract form. The 
yellow bacillus was cultured from 16 of the 17 patients. The 
series included 5 women, 11 men, and 1 baby boy. 

An initial diagnosis of tuberculosis was made for all of these 
patients, and they were treated accordingly. Most of them 
received antimicrobial therapy consisting of administration of 
some combination of streptomycin, isoniazid, and aminosalicylic 
acid. The majority of these patients showed some clinical and 
roentgenographic improvement. Those with generalized disease, 
however, failed to show any favorable response. Preliminary 
experimental data indicated that the yellow bacillus is suscept- 
ible to streptomycin in therapeutically obtainable concentrations. 
Aminosalicylic acid produces only a temporary inhibition of 
growth. The effects of isoniazid are variable; most of the strains 
of the yellow bacillus are resistant to moderate or even high 
concentrations. This applies to some organisms cultured from 
patients who have not received this drug. At present, 4 of the 
17 patients are well and working; another patient, who has 
neither roentgenographic nor bacteriological evidence of disease, 
complains of slight productive cough and increased fatigability; 
one patient is under observation and treatment; 5 patients could 
not be followed; and 6 patients died, 5 of the disease. Informa- 
tion on the sixth patient who died is incomplete. It appears 
that this disease has a gloomy prognosis. It must be remembered, 
however, that many of these patients came to the attention of 
the writers because of their severe clinical course, so that no 
accurate conclusion can be drawn from the present series con- 
cerning the ultimate prognosis of this infection. 
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The Effect of Corticotrophin (ACTH) on Ammonia Production 
in the Nephrotic Syndrome. G. H. Heidorn. Am. J. M. Se. 
231:644-654 (June) 1956 [Philadelphia]. 


The nephrotic syndrome includes numerous physiological 
detects. Corticotropin (ACTH) and adrenal corticosteroids 
have a favorable influence on some of these defects. The author 
reports observations on 10 patients with the nephrotic syndrome 
who were treated with corticotropin and in whom adequate 
urine collections could be made. They ranged in age from 4 to 
28 years. The diagnosis was based on conventional criteria. 
Eight of these patients responded well to corticotropin. ‘Two 
failed to respond and died in uremia. All but one of the eight 
in whom the treatment was successful have been well for from 
three months to three years. They were maintained on a low- 
sodium acid-ash, high-fluid regimen. The one patient in this 
group who did not do well left the care of the author and was 
treated by a nonmedical practitioner. 

The author is primarily concerned here with the level of 
ammonia excreted in the urine. Ammonia determinations were 
done on daily 24-hour urine samples. Balance studies tor 
sodium and potassium were undertaken, and the daily dietary 
intake of sodium and potassium was calculated for the food 
actually ingested. Urine and plasma sodium levels were deter- 
mined by the use of the fame photometer. Fecal and skin losses 
were estimated. Body weights were recorded on a scale sensi- 
tive to 100 gm. Urine ammonia excretion rose from 62. to 
380% above control values in these eight patients during the 
administration of corticotropin. The clinical and physiological 
significance of this rise in ammonia production is not under- 
stood. It seems to be due either to a direct effect of corticotropin 
or its associated hormones from the adrenal cortex upon the 
enzyme system concerned with the deamination of glutamine 
or else to an increased availability of the amino acid glutamine. 


Life Expectancy of Patients with Essential Hypertension Who 
Adhere to a Salt-Free Diet for Years. H. Sarre, W. Kampmann 
and G. Schmidt. Klin. Wehnschr. 34:509-512 (May 15) 1956 
(In German) [Berlin, Germany]. 


Among 977 patients with different types of hypertension, 
the authors were able to trace and study 45 with essential 
hypertension, in whom it could be demonstrated that they had 
lived up to nine years on a salt-free diet. These patients lived 
under favorable economic conditions, enabling them to enrich 
and make more tasty and endurable the otherwise tasteless salt- 
deficient diet. Another group of 45 patients with essential hyper- 
tension, who did not adhere to the diet with restricted salt 
intake, served as controls. In other respects, such as previous 
history, blood pressure, eyeground changes, and complications, 
the two groups of patients were comparable. 

Particular attention was given to the life expectancy and the 
causes of death. It was found that a favorable influence of the 
salt-deficient diet could be observed during the first three years. 
This favorable effect was evident particularly in those with the 
highest blood pressure values. The salt deficiency seems to exert 
its favorable effect by improving the cardiac insufficiency. Heart 
failure could be retarded for several years. The lower death 
rate of those on a salt-deficient diet seemed to “catch up” 
during the fourth and fifth years, so that after the fifth year the 
number of survivors in the two groups was practically identical. 


Treatment of Diabetic Adolescents with Sulfanilylurea De- 
rivatives. Il. Otto. Medizinische, No. 22, pp. 824-826 (June 2) 
1956 (In German) [Stuttgart, Germany]. 


Seven patients between the ages of 9 and 22 years with 
diabetes mellitus who were considered in need of insulin were 
admitted to the second medical clinic of the general hospital 
in Hamburg-Barmbeck, Germany. One of the patients had mild 
acidosis and two were precomatose. Their conditions were 
first stabilized with unmodified insulin, and they were then 
given long-acting (lente) insulin. In addition, they were given 
a proprietary preparation of carbutamide (Nadisan) orally in 
high doses. The patients were placed on a diet poor in fat 
(70 to 80 gm.) and relatively rich in carbohydrates (300 to 
400 gm). They were discharged from the hospital after two or 
three weeks, when their daily insulin requirement varied 


MEDICAL LITERATURE ABSTRACTS 1507 


between 20 and 44 units. Older patients were given 2 gm. of 
carbutamide daily, and children received 0.5 or 1 gm. of 
carbutamide daily. The patient’s metabolism was examined 
at short intervals, and the results of the examinations were so 
satisfactory that after each examination the insulin dose could 
be reduced. None of the seven patients required more than 12 
units of insulin daily at the time of the writing of the paper, 
three to seven months after the institution of the oral treatment 
with carbutamide. One may assume that the insulin requirement 
of several of the seven patients would also have decreased 
if they had not been given carbutamide. This assumption seems 
to be warranted because spontaneous remissions occurred in 
five adolescents with diabetes mellitus who were treated with 
insulin alone. Such remissions, however, are rare. Four of the 
seven patients who were treated with insulin and carbutamide 
were of asthenic-leptosomatic type. The spontaneous remissions 
that resulted from treatment with insulin alone occurred mostly 
in adolescents who were of the sthenic-pyknic type. 
number of patients reported on is too small and the follow-up 
too short for definite conclusions, but the author’s observations 
suggest that the sulfanilylurea derivatives may prove of value 
also in the treatment of asthenic and young patients with 
diabetes mellitus. 


SURGERY 


The Diagnostic and Prognostic Significance of Flack’s Endurance 
Test Before and After Mitral Commissurotomy. C. Zaccarini. 
Minerva cardioangiologica 4:177-181 (March) 1956 (In Italian) 
{'Turin, Italy]. 


Flack’s endurance test was given to 80 patients before and 
after mitral commissurotomy. Hemodynamic alterations were 
greatly emphasized during the test. Evaluations were made by 
taking into account the length of time the patient was able to 
keep the pressure at 40 mm. Hg and the variations in the pulse 
rate during the test. All patients had pure and severe stenosis. 
Commissurotomy was performed with a finger except in a few 
cases. All patients survived. The results were rated as excellent, 
good, mediocre, and poor as shown by the test. Before the 
intervention, the test gave good results in eight patients; the 
condition of their heart was excellent for surgical intervention. 
Results were good in 26 patients, mediocre or unsatisfactory in 
38, and poor in 8. The test was given again 15 days after 
surgery. The results in the first group were the same. Of the 
second group, in 14 the results were excellent, and they were 
transferred to the first group. In the third group, only 2 retained 
their classification; 24 had excellent results, and 12 had good 
results. Only two in the fourth group had results better than 
those in the first test. The author believes that the Flack test is 
of value in estimating the resistance of the patient before 
commissurotomy. After surgery the test helps in determining 
the improvement in the cardiorespiratory condition of the 
patient. 


Abronchiectatic Bronchiectasis: The Recognition of Surgical 
Pneumonitis. R. E. MacQuigg. Am. Surgeon. 22:465-473 (May) 
1956 [Baltimore]. 


A productive cough is generally regarded as typical of the 
bronchiectatic patient, yet bronchiectasis sicca has long been 
known, although this form of the disease is often dismissed as 
a “cigarette cough” or “chronic bronchitis.” Pulmonary fibrosis 
and emphysema and even death from failure of the right side 
of the heart or from pneumonia occur in patients in whom the 
early pulmonary foci were not recognized. The incidence of 
hemoptysis has been found to be greater in dry than in wet bron- 
chiectasis. Patients may have advanced ectasia without apparent 
symptoms. Some have intercurrent respiratory infections and 
episodes of sputum production yet may escape frank pneumon- 
itis or any evidence of chronic toxic reactions such as fever or 
debility. The bronchiectasis after tuberculosis furnishes an 
example, particularly if there is adequate drainage. 

The author assesses localized bacterial infection as a factor 
in the chronicity and recurrence of pneumonitis. The post- 
pneumonic granuloma represents evidence that the action of 
bacteria is not necessary for the perpetuation of chronic pneu- 


4 


1508 MEDICAL LITERATURE ABSTRACTS 


monitis. There are patients with symptoms resembling those 
under discussion whose roentgenograms reveal a mass, usually 
dating from a pneumonic episode. These patients are cured 
after resection, and yet the most careful culture studies may 
reveal no pyogens or other microbial agents to explain the 
symptoms. 

The author presents two case histories that illustrate the 
syndrome and suggests that the absence of ectasia may be partly 
explained by variations in individual fibrocytic response. Just as 
some tend to form keloids after incision, some may have a 
peribronchial fibrosis that keeps pace with the destruction of 
yellow elastic fibers so that actual ectasia never takes place, 
even in the smaller bronchi. However, with metaplasia and loss 
of cilia, stagnation of the ever-present secretions may result, 
with symptomatic tiny areas of atelectasis and with all the other 
sequelae of the so-called obstructive syndrome. Patients with 
these lesions must be recognized, and those with sufficient 
localization of the pneumonitis should be subjected to surgical 
resection. There seem to be increasing numbers of these patients, 
because before the antibiotic era frank bronchiectasis or abscess 
supervened. Recurrence after supposedly adequate medical 
therapy and toxicity between acute episodes seem to indicate 
that antibiotics are inadequate. The author feels that the term 
“abronchiectatic bronchiectasis” is appropriate for this condition, 
which is characterized by cough, usually nonproductive. It 
usually is associated with pulmonary emphysema. Bronchial 
ectasia is not typically found on bronchography, although areas 
may be found with deficient filling even on roentgenologic films 
taken hours after instillation of the cil. Resection is recommended 
as the therapy of choice. 


The Surgical Treatment of Familial Polyposis of the Colon. H. E. 
Lockhart-Mummery, C. E. Dukes and H. Bussey. Brit. J. Surg. 
43:476-481 (March) 1956 [Bristol, England]. 


Familial intestinal polyposis is a hereditary disease character- 
ized by the development in childhood or early adult life of 
great numbers of adenomatous tumors within the mucosa of the 
colon and rectum. The authors had exceptional opportunities 
for studying it, because for the last 30 years research into its 
origin and treatment has been carried out at their hospital (St. 
Mark’s) in London, which now has records of 58 families in 
which this disease has occurred. In each of these the affected 
members have been investigated and as many relatives as 
possible have been traced. These 58 families now include 
1,069 members (using the word “member” to describe patients 
with polyposis and their brothers, sisters, and direct descend- 
ants). Two hundred eighteen of these 1,069 persons had poly- 
posis, and cancer developed in 154 of the 218. The authors are 
concerned chiefly with the surgical treatment, reviewing 
observations on 60 patients with familial polyposis of the colon 
who were subjected to major surgery between 1918 and 1954 
inclusive. The patients are divided into two groups to demon- 
strate how greatly the results of surgical treatment of polyposis 
have improved during recent years. The first 21 were treated 
in the period 1918 to 1945, and the remaining 39 were treated 
since 1946. The year 1946 is taken as a dividing line because, 
beginning in that year, special efforts were made to trace 
relatives of previously treated patients, some of whom were 
visited in their homes and others invited by letter for examina- 
tion. This resulted in the discovery of patients in whom the 
polyposis was in an early stage of development. 

Of the 21 patients treated during the early period, 14 were 
treated by excision of the rectum, 4 by subtotal colectomy with 
anastomosis of the ileum to the rectum or sigmoid, and 3 by 
partial resection of the colon with Paul-Mikulicz anastomosis. 
The surgical mortality in this group was 23%, and in 6 of the 16 
survivors another primary tumor developed subsequently in 
the remaining part of the colon. Of the 39 patients treated 
during the later period, 5 were treated by total proctocolectomy 
with establishment of a permanent ileostomy, 2 by a combined 
excision of the rectum and hemicolectomy on the left, one by 
partial resection of the colon with anastomosis, 2 by total procto- 
colectomy with ileoanal anastomosis, and 29 by total colectomy 
with anastomosis of the ileum to the remaining rectal segment. 

In the second series, one or more carcinomas were found in 
14 of the 39 initial surgical specimens, an incidence of malig- 
nant change of 35.9%, whereas in the 21 cases of the first series, 
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cancer was found in the initial surgical specimen in 11 cases, 
an incidence of 52.4%. The authors think that the lower inci- 
dence of malignancy in the second series is to be attributed to 
earlier treatment, There were 2 operative deaths among the 
39 patients, 5 died of recurrence or other disease, a new pri- 
mary carcinoma developed in one of the patients, and the 
remaining 31 are still living. The method of treatment most 
frequently used at present at St. Mark’s Hospital is the removal 
of the colon with preservation of the lower rectum, to which 
the ileum is joined—that is, a total colectomy with ileorectal 
anastomosis. 


Osteomata of the Paranasal Sinuses: A Report of Five Cases, with 
Special Reference to Their Treatment. J. Andrew. Brit. J. Surg. 
43:489-497 (March) 1956 [Bristol, England]. 


Andrew presents the histories of five patients with osteomata 
of the frontal or ethmoidal sinuses, which he divides into three 
groups. The first patient presented with deformity as the only 
symptom. The second group comprised two patients presenting 
with deformity, visual disturbance, and headache. In the third 
group there were two patients who were admitted to hospital 
with acute intracranial infection. Pain may be unilateral, either 
in relation to a visible swelling or behind one eye, or the patient 
may suffer from frontal headaches with no lateralizing features. 
Deformity is the most common presenting symptom, and was 
found in all of the cases reported here. It may take the form of 
either a hard bony swelling or a unilateral proptosis. An 
osteoma of the frontal sinus may cause its outer table to be 
displaced forward, the tumor therefore presenting just above the 
glabella. An osteoma arising in the ethmoid air cells or extend- 
ing into the orbit may produce a bony swelling related to the 
nasion or to the orbital margins. Proptosis is occasioned by the 
orbital extension of the tumor and is, of course, nonpulsating. 
It may increase suddenly as a result of orbital cellulitis. The 
globe of the eye is frequently displaced downward as well as 
forward, particularly when the osteoma arises in the frontal 
sinus. Visual disturbance will be characterized most frequently 
by diplopia and less viten by visual loss. 

Although some observers have reported cases in which there 
was recurring upper respiratory infection, no such history was 
obtainable in this series. The absence of such infections is 
surprising, as pus was found in the frontal sinuses in three of 
the patients at operation. More fulminating infections, spreading 
to all the paranasal sinuses and to the orbit, occurred in one of 
the patients in this series, in whom the orbital cellulitis was 
followed by pneumococcic meningitis. Another patient had a 
cerebral abscess. In view of the complications to which they 
may give rise, these tumors should be excised early, Although 
this view has been fairly widely held in recent years, one of the 
patients presented was observed for six years, with a progressive 
deformity, until at length he developed acute meningitis. It is 
believed that early excision is desirable, and in many cases this 
should be by a frontal craniotomy. 


The Surgical Treatment of Lower Lobe Tuberculosis. V. O. 
Bjork. J. Thoracic Surg. 31:655-671 (June) 1956 [St. Louis]. 


In 22 patients with tuberculous cavities and bronchial sten- 
osis in a lower lung lobe who underwent lower lobe resection 
at the Sabbatsberg Hospital in Stockholm, Sweden, various 
surgical procedures were used in an attempt to diminish the 
size of the thoracic cavity when this was indicated after the 
resection. A basal thoracoplasty was performed in three patients. 
An optimal oxygen uptake was obtained by the remaining lung 
on the operated side at a moderately increased ventilation, 
but a comparatively extensive rib resection had to be performed, 
resulting in considerable deformity, which prevented further 
use of this method. The remaining upper lobe was displaced 
downward by an apical extrapleural plombage in four patients 
and by a primary upper thoracoplasty in five. A comparatively 
poor functional result was obtained with the aid of the extra- 
pleural plombage. A good functional result may be obtained 
after primary apical thoracoplasty and lower lobe resection with 
extended thoracoplasty at a second stage, but from a physio- 
logical point of view this plan of treatment must be considered 
unsatisfactory and it has therefore been abandoned. 
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The method of choice seems to be an upper osteoplastic 
thoracoplasty performed at the same time as the lower lobe 
resection. This surgical method was employed in 10 patients. 
In the first operations the patient was placed in the lateral 
position and the incision was made through the bed of the 
sixth rib and the roof of the seventh rib. In the later operations 
the patient was placed in the face-down position, in which the 
lower lobectomy was carried out more easily through the bed 
of the fifth rib, permitting a more horizontal roof with fixation 
of the ribs to the posterior end of the sixth rib. From a function- 
al point of view the results obtained with this one-stage pro- 
cedure were as good as those obtained with the earlier two- 
stage procedures. The same function was obtained with this 
upper osteoplastic thoracoplasty as with the earlier basal 
thoracoplasties. The cosmetic result after an upper osteoplastic 
thoracoplasty was far superior; the deformity was maitly local- 
ized in the axilla and could not be seen unless the undressed 
patient lifted the arm. In a few patients in whom there is no 
danger of infection one may consider a reduction of the 
thoracic space from below by mobilizing the diaphragm and re- 
suturing it at a higher level. 


Paget’s Disease of the Nipple: A Clinical Review of 27 Cases. 
P. Helman and M. Kliman. Brit. J. Surg. 43:481-488 (March) 
1956 [Bristol, England]. 


Follow-up studies were made on 27 patients with Paget's 
disease of the nipple treated at two London hospitals. Paget's 
disease is a malignant process from the onset. The first lesion is 
an intraduct carcinoma, and extension of this to the epidermis 
produces the scaly, red eczema of the nipple and areola. At 
this very early stage cure is possible, if the whole breast is 
removed. When there is a change from the purely intraduct 
condition to a growth invading the breast connective tissue, 
the condition is in a late stage and not usually curable. All but 
four of the patients were over 50 years of age. The age dis- 
tribution for Paget’s disease corresponds to that for carcinoma 
of the breast. Paget’s disease accounts for slightly less than 
1% of all breast carcinomas. There seems to be no relationship 
between the duration of symptoms and the survival time. One 
patient had only a six-month history but died with metastases 
within one year. Another patient giving a history of one year 
was still alive and well 11 years later. 

Fifteen patients presented with eczema or superficial ulceration 
of the nipple only. Eleven patients presented with eczema as 
well as a palpable lump. One patient presented with only a 
palpable lump of two months’ duration and no obvious skin 
changes. Simple mastectomy followed by deep x-ray therapy gave 
as favorable results as any other treatment in those patients who 
had eczema of nipple only. The prognosis for this group is as 
good as, or perhaps even better than, that for stage 1 breast 
cancers. The prognosis for those patients who had a palpable 
lump in addition to a nipple lesion was very bad. The authors 
gained the impression that the presence of a lump in the breast 
means that the disease is advanced. Treatment of patients who 
present with a palpable tumor can only be palliative, and it is 
questionable whether a radical mastectomy is warranted. The 
nipple lesions may apparently heal in many patients, but they 
invariably recur even after a period of years. 


Surgical Aspects of Pancreatic Disease. C. G. Child and A. J. 
Donovan. J. Louisiana M. Soc. 108:195-204 (June) 1956 [New 
Orleans]. 


The four affections of the pancreas generally amenable to 
surgical treatment are certain congenital anomalies such as 
pancreatic ectopia and annular pancreas, injuries caused by 
violence, inflammatory disease, and cancer. Congenital anoma- 
lies and trauma of the pancreas do not present difficult diagnos- 
tic problems, and surgical intervention, although at times 
technically hazardous, is generally attended by satisfactory re- 
sults. The surgical treatment, however, of patients with inflam- 
matory or neoplastic disease of the pancreas is controversial, and 
the accomplishments all too often disappointing. With the advent 
of accurate tests of increased serum amylase activity, it became 
possible to establish the diagnosis of acute pancreatitis without 
recourse to operation. Effective measures for ameliorating the 
distressing manifestations of the acute attack consist of constant 
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gastric suction and administration of atropine, methantheline 
( Banthine ), and acetazolamide ( Diamox ). Only when the acute 
attack relentlessly progresses to pancreatic necrosis or a 
formation does emergency surgical intervention become neces- 
sary. 
In the patient with recurrent pancreatitis, the surgeon must 
seek to accomplish relief of obstruction to the pancreatic 
drainage system. Once the diagnosis has been established, the 
first steps are the detection and elimination of chronic biliary 
tract disease and duodenal ulceration, if these are found to 
exist. A normal biliary and gastrointestinal tract, however, 
should not militate against exploratory celiotomy and operative 
cholangiography as soon as the acute attack has completely 
subsided. Proof that the pancreatic ducts are patent can only be 
gained by transduodenal pancreatograpy. If pancreatography 
has demonstrated an obstruction in the main pancreatic duct, 
simple dilatation appears legitimate in the absence of advanced 
fibrosis and calcification of the pancreas, but distal pancreatec- 
tomy or p tomy is the only reasonable way of 
permanently telieving obstruction of the pancreatic duct. 
Cl y is indicated for fibrotic stenosis of the 
intrapancreatic portion of the common duct without concomitant 
obstruction of the pancreatic duct. 

Diagnosis of cancer of the pancreas is still long delayed. 
Tumors of the body and the tail are almost never discovered in 
an operable stage, while jaundice must almost inevitably make 
its appearance before patients with cancer of the head of the 
pancreas are seriously considered for operation. Early cancer 
of the head of the pancreas can be completely removed by 

tomy, which is a good operation in compe- 
tent hands and one that should not be associated with an un- 
reasonable mortality. If the jaundice has been of long duration, 
preliminary decompression of the biliary tract by choledochos- 
tomy is at least desirable if not essential; 10 days to two weeks 
later, definitive resection can then be accomplished more safely. 
If jaundice is of short duration and the patient’s nutritional 
reserve is adequate, p tomy may appropriate- 
ly be performed in one stage. 


Malignant Degeneration in Sebaceous Cysts. H. Charache. Am. 
Surgeon 22:482-484 (May) 1956 [Baltimore]. 


The author presents the case of a 31-year-old woman who had 
a “boil” on the right arm. About two weeks before she had 
noticed a “pimple” on the right arm which changed to a boil 
after she squeezed it. Six years previously she had a sebaceous 
cyst removed from her forehead. Examination showed the 
patient to be in good physical condition. A small cystic mass 
about 2 cm. in diameter was found on the right arm. The over- 
lying skin was partially ulcerated. A diagnosis of sebaceous 
cyst was made, and the cyst was excised. The histological 
diagnosis was “sebaceous cyst with incipient intraepidermic 
epithelioma.” The wound healed by primary intention, and she 
received postoperative radiotherapy. 

Very little attention is paid to sebaceous cysts. The majority 
are removed without histological examination of the tissue. 
Ninety-six cases of sebaceous cysts with malignant degeneration 
were found recorded in the literature up to the present writing. 
The majority were single case reports. Investigators who 
studied a total of 718 sebaceous cysts found 31, or 4.3%, to be 
malignant. How many sebaceous cysts with malignant degener- 
ation have been discarded undiagnosed will never be known. 
When they are diagnosed after a recurrence, the diagnosis 
usually is “squamous cell carcinoma of the skin.” 


Disturbances and Alterations Due to Antibiotics in Surgery. M. 
Battezzati and A. Tagliaferro. Minerva chir. 11:161-189 (March 
31) 1956 (In Italian) [Turin, Italy]. 


The indiscriminate use of antibiotics can produce undesirable 
effects in surgery. Antibiotics are not entirely harmless. Im- 
purities that enter the preparation and the antibiotic itself 
have some toxic effect. Minimal toxic and lethal doses can be 
determined for each antibiotic. The bactericidal and _bacte- 
riostatic action of antibiotics have markedly modified pathology 
and medicine. Artificial recovery has taken the place of natural 
recovery. The human organism recovers naturally from an 
infection through specific and nonspecific immunization proc- 
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esses combined with the organism’s ability to react to and 
defend itself against the infection. Antibiotics limit the specific 
immunization reaction because they act directly on the 
bacteria. This explains the frequency of relapses encountered 
after antibiotic therapy. Antibiotics depress the nonspecific 
immunity process. The interference of the antibiotic with the 
organism’s ability to react is of particular interest in surgery. 
The authors discuss this problem in relation to circumscribed 
surgical infections and to surgical trauma. Antibiotic therapy 
in circumscribed infections makes the process chronic and does 
not permit a true recovery. Surgical intervention may be delayed 
but is still necessary, and its effects are hampered. In surgical 
trauma, antibiotics have a depressing effect on the organism’s 
ability to respond to the stimulus of the adrenal gland. Revers- 
ible histological alterations are determined in the adrenal 
cortex. The indiscriminate use of antibiotics just before or after 
surgical intervention is harmful. In generalized infections, when 
the organism of the patient is still able to react, the use of 
antibiotics helps the reaction. Artificial hibernation gives the 
antibiotic the necessary time for positive action when the 
organism is exhausted. 


Motor-Cyclists, Crash Helmets, and Head Injuries. W. Lewin and 
W. F. C. Kennedy. Brit. M. J. 1:1253-1259 ‘ame 2) 1956 [Lon- 
don, England]. 


Surveys showed that 30% of all head injuries caused by road 
accidents occurred in motorcyclists. Although the mortality 
from head injuries from all causes has fallen in the last seven 
years from 12.3 to 4.3%, the proportion of deaths among 
motorcyclists has risen trom 26 to 37%. Of 2,478 civilian patients 
with nonmissile head injuries from all causes who were 
admitted to hospital, 555 (22.4%) were motorcyclists. The 
problem of head injuries and the use of crash helmets was 
studied in these 555 patients and in 135 Army motorcyclists 
with head injuries who were admitted to a military hospital. 
Observations in these two groups of patients left little doubt 
that an efficient crash helmet will prevent many minor con- 
cussions and lessen the effect of more severe injuries. The 
risks of severe and complicated skull fractures are considerably 
reduced. The criteria of an effective helmet are outlined as 
follows: The outer shell should be tough, not easily deformed 
and not brittle so as to render it liable to fracture. The surface 
should be smooth and free from excrescences, so that the 
helmet can glide over the area struck and thus reduce friction. 
Extra padding should be added to the frontal region, and a 
flexible peak might diminish fascial injury. To protect the 
temporal region, the part of the ear flap where it is attached to 
the rim of the helmet should be appropriately padded or, 
alternatively, synthetic materials used in place of leather that 
might help to deaden the blow. Not more than one-third of 
motorcyclists wear crash helmets at present, but all should be 
encouraged to do so. 


NEUROLOGY & PSYCHIATRY 


Phenylketonuria: A Survey of Cases at the Manitoba School. R. 
Gibson. Canad. M. A. J. 74:897-900 (June 1) 1956 [Toronto, 
Canada]. 


A routine examination of the urine for phenylpyruvic acid was 
carried out in 793 inmates of the Manitoba School, the mental 
deficiency center of the Canadian province of Manitoba. Phenyl- 
ketonuria or phenylpyruvic oligophrenia, a rare metabolic ab- 
normality, was found in seven of these mentally defective persons. 
In the first two patients, brothers aged 23 and 26 years, one of 
whom had typical mongoloid deficiency, the phenylketonuria 
was discovered with the aid of the ferric chloride test. The next 
three patients were siblings, two brothers and one sister aged 27, 
19, and 14 years respectively; the brothers were incontinent and 
destructive idiots and the sister was a low-grade imbecile. The 
remaining two patients, a 42-year-old and a 30-year-old woman, 
were also imbeciles. The incidence of phenylketonuria in this 
institutional population thus was 0.88%. The mental level was 
low, with four imbeciles and three idiots. Family histories re- 
vealed that the mother and the only brother of one patient were 
mentally defective. The mother and maternal aunt of a second 
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patient were psychotic and a sister was of subnormal intelligence. 
The father of the three siblings with phenylketonuria had had 
epilepsy for five years. Of the remaining two patients, the father 
of one died of a cerebral neoplasm and a sister was epileptic; a 
cousin of the paternal grandmother of the last patient was 
mentally defective. 

In addition to oligophrenia and the urinary excretion of 
phenylpyruvic acid, six of the seven patients presented features 
commonly associated with the disease, including pallid complex- 
ion, fair hair and blue eyes, slight reduction of skull circumfer- 
ence, widening of the maxillas, hyperreflexia, and hyperkinetic 
movements of the fingers. The seventh patient, a mongol with 
phasic urinary excretion of phenylpyruvic acid, showed none of 
the pigmentary, osseous, or neurological features of this disorder; 
in this patient the biochemical error would appear to be incom- 
plete or compensat 


Encephalomyelitis Simulating Poliomyelitis. A. M. Ramsay and 
E. O'Sullivan. Lancet 1:761-764. (May 26) 1956 [London, Eng- 
land]. 


In the summer of 1955, cases of encephalomyelitis simulating 
poliomyelitis appeared in North-West London. The general 
picture and the results of investigation have shown that a 
diagnosis of poliomyelitis was untenable. Similar outbreaks have 
been reported from other countries. The authors describe eight 
cases variously reported as meningitis, poliomyelitis, and pyrexia 
of unknown origin, which occurred between April 1 and Oct. 31, 
1955. During that period 51 patients with confirmed poliomyelitis 
(22 paralytic, 29 nonparalytic ) were admitted to the Infectious 
Diseases Unit at the same London hospital. All except one of the 
eight patients were females. The onset was generally insidious. 
Headache, pains in the limbs, and giddiness were prominent in 
most patients. Lassitude and inertia, nuchal pain, symptoms of 
infection of the upper respiratory tract with sore throat, vomiting, 
paresthesias, anorexia, and nausea, were present in over half the 
cases. Muscular cramps, twitchings, pain referred to the ears, 
and transient or persistent tinnitus were also noted. Lympha- 
denopathy affecting chiefly the posterior cervical lymph nodes 
was found in seven cases; various grades of neck stiffness, 
paresis, and exaggerated reflexes in six; objective sensory im- 
pairment and muscle tenderness in five; cranial nerve involve- 
ment in four; extensor plantar responses in three; nystagmus in 
two; and diplopia in one. The blood picture, with neutropenia 
and inconstant abnormal lymphocytes, was characteristic of 
virus infection, but despite extensive investigations a virus was 
not isolated. Throat washings and/or feces were examined in 
tissue culture of monkey kidney for poliomyelitis and Coxsackie 
and other viruses. Screening by serologic testing of paired serums 
for lymphocytic choriomeningitis, mumps, leptospirosis, and all 
three immunological types of poliomyelitis was negative in each 
patient. Electromyography showed absence of the denervation 
characteristic of poliomyelitis and the presence of long polyphasic 
units with reduced interference pattern characteristic of a myelo- 
pathic lesion, A repeat examination after five months showed no 
change. Persistent proneness to fatigue was a troublesome sequel 
in six patients. Fi ive patients presenting behavior changes were 
examined by phy. Although abnormalities 
were detected in all patients, they were nonspecific and may be 
constitutional. Five of the eight patients showed residual disa- 
bilities. 


Further Outbreak of a Disease Resembling Poliomyelitis. D. W. 
Sumner. Lancet 1:764-766 (May 26) 1956 [London, England]. 


Since 1948, outbreaks have been reported of an illness that in 
many respects resembles poliomyelitis but that differs from polio- 
myelitis in its epidemiology, in the mildness of the illness itself, 
in the high proportion of normal cerebrospinal fiuids found, in 
the absence of any detectable virus, and in the frequent psycho- 
logical changes. The patients in the present series were previously 
fit young soldiers, of whom all but one lived in the same barrack 
block in Berlin. The one exception was an orderly who, having 
nursed the other patients, was himself a close contact. The out- 
break was explosive, the last patient being taken ill only eight 
days after the first; it occurred in November, 1954. The syndrome 
was marked by headache, limb pains, and muscle tenderness; 
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photophobia and hyperacusis were common; and in some cases 
headache and depression persisted in convalescence. The cere- 
brospinal fluid was normal in every patient but one. No virus 
was detected, and agglutination tests were negative. 


Clinical Findings Six Years After Outbreak of Akureyri Disease. 
B. Sigurdsson and K. B. Gudmundsson. Lancet 1:766-770 (May 
26) 1956 [London, England]. 


In 1948-1949 there was an extensive epidemic of 465 cases 
simulating poliomyelitis in the town of Akureyri in northern 
Iceland. The population of Akureyri being 6,900, the attack-rate 
was 6.7%. Paresis was observed in 129 cases. There were no 
deaths. The attack-rate was highest in the age-group 15-19 but 
was also high among young adults generally. The disease was 
accompanied by low pyrexia, which sometimes persisted for 
weeks, and by pain in one or more limbs and in the nape and 
back. Muscle tenderness was a prominent symptom. The aches 
often persisted long after the disappearance of all objective 
signs. Complaints of nervous instability, sleeplessness, and loss of 
memory persisted in many patients for a long time afterwards. 
Feces were tested for poliomyelitis virus and for Coxsackie virus, 
but no virus was found. Since 1950, several outbreaks have been 
described that very much resemble Akureyri disease. The symp- 
toms and epidemiological behavior of these infections are hardly 
sufficiently characteristic to enable all these various outbreaks 
to be classified together before information on their specific 
cause is obtained. However, it seems very likely that these epi- 
demics constitute a nosological entity, but the relationship, if 
any, to poliomyelitis remains obscure. 

In 1955, six years after the outbreak, one of the authors went 
to Akureyri and subjected 39 of the patients to a complete neuro- 
logical examination. Only patients who had been examined 
shortly after the outbreak six years ago were examined this time. 
All former patients except one with gastric ulcer were back at 
their usual work. There were 33 females and 6 males. The 
attack-rate during the epidemic was higher in females. Many of 
the patients still complained of nervousness, tender muscles, 
pains, and tiredness. Signs of paresis, hypoalgesia, and hypo- 
esthesia were not uncommon, and other complaints were listed. 
Since no deaths have been reported, there has been no oppor- 
tunity of studying the distribution and nature of possible 
anatomic lesions. The findings reported here indicate that, in 
some cases, many of the signs and symptoms may persist at least 
for several years. The authors suggest that the disease be called 
Akureyri, rather than Iceland disease, until more is known about 
its cause, the anatomic basis, and the signs and symptoms. 


Determination of Neutralizing Antibodies Against Poliomyelitis 


~ Virus in the Serums of Healthy Children and Adults. R. Sauthoff. 


Klin. Wehnschr. 34:519-521 (May 15) 1956 (In German) 
[Berlin, Germany]. 


Poliomyelitis virus type 1 was the cause in numerous patients 
with paralytic and nonparalytic disease treated at the Children’s 
Clinic in Freiburg i. Br., Germany. Investigators, who made anti- 
body determinations preliminary to vaccination against poliomye- 
litis in the area from which this clinic derives its patients, found 
antibodies against type 1 of the poliomyelitis virus in a large 
number of persons in al] age groups. This observation suggested 
that a large percentage of the population had been “silently” 
immunized against poliomyelitis. It seemed advisable to make 
spot-check tests on the distribution of all three types of polio- 
myelitis virus in the same population. During the months from 
December, 1954, to May, 1955, blood specimens were obtained 
by venous puncture from 26 children under 15 vears of age and 
from 25 adults, a total of 51 persens, who had no history of a 
previous attack of poliomyelitis. This group included no infants 
or young children. 

The serum specimens were collected and were kept at -20 C 
until they were processed. The neutralization test was made in 
trypsinized monkey-kidney cultures. Antibodies against type 1 
were present in 14 of the 26 children. Of the 25 persons in the 
higher age groups, only 3 did not have antibodies against type 1 
virus. Antibodies against type 2 were found in a total of 24 of the 
examined 51 persons; 9 of the 24 were children and 15 were 
adults. Antibodies against type 3 virus were present in 14 children 
and 15 adults. Some of the persons tested had antibodies against 
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only one type of poliomyelitis virus, others against two, and still 
others against all three types of poliomyelitis virus. These investi- 
gations prove that infections with all three types of virus take 
place at a relatively early age. Attempts at virus isolations that 
have been carried out during recent epidemics of poliomyelitis 
revealed that the stools of patients with clinically manifest polio- 
myelitis only contained the type 1 virus. 


Procaine Injections in Sciatica and Referred Sciatic Pain. A. 
Tanberg. Tidsskr. norske legefor. 76:288-290 (May 1) 1956 (In 
Norwegian) [Oslo, Norway]. 


Paravertebral injection of procaine is an effective means of 
bringing most cases of radicular ischias into a quieter phase. 
Thirty-eight patients were treated with slow paravertebral in- 
jection of 20 ml. of a 1% procaine solution in isotonic sodium 
chioride solution below the fifth lumbar spinous process in the 
direction of the lumbosacral trunk; 20 of the patients became 
free from pain, 10 were so much improved that they could 
return to their work, and 8 were unchanged. The effect was 
sometimes dramatic. The improvement may continue for several 
days, and occasionally a single injection will give freedom from 
pain for several months. As a rule, several injections are required. 
They are given at intervals of from four to seven days. Degenera- 
tion of the fifth lumbar or first sacral intervertebral disk was 
demonstrated in 30 cases. In case of referred sciatic pain, intra- 
muscular injections of from 10 to 15 ml. of a 0.25% procaine 
solution in isotonic sodium chloride solution in the trigger points 
are often valuable. “Nervous” ischialgia does not react to the 
injections. 


GYNECOLOGY & OBSTETRICS 


Cervimetry: An Objective Method for the Study of Cervical 
Dilatation in Labor. E. A. Friedman. Am. J. Obst. & Gynec. 71: 
1189-1193 (June) 1956 [St. Louis]. 


Verification of the sigmoid curve of cervical dilatation, derived 
from a detailed study of the dilatation time by means of rectal 
and vaginal examinations, has awaited the development of a 
truly objective device whereby the moment-to-moment changes 
may be accurately measured. Such an instrument has been de- 
vised. The author presents data obtained with the cervimeter 
in a group of 25 primigravidas. The cervimeter permits the ob- 
jective study of labor as reflected by cervical dilatation, a com- 
parison of drugs in regard to their actions on labor, and satis- 
factory verification of the sigmoid curve of labor in the primi- 
gravida. The alleged inaccuracy of digital examinations in labor 
has been disproved. While it is clear that the cervimeter is an 
accurate device for determining cervical dilatation, it has been 
found that frequent digital examination is much more expedient. 
The author doubts that, in its present form or in any conceivable 
modifications, the cervimeter will ever be used in other than 
experimental projects. Nevertheless, for purposes of academic 
study it may be regarded as a valuable adjunct in the study 
of parturition. 


Dangers of the Read Method in Patients with Major Personality 
Problems. F. S. Rogers. Am. J. Obst. & Gynec. 71:1236-1241 
(June) 1956 [St. Louis]. 


There are no psychoses specific to either pregnancy or the 
puerperium, but latent or repressed psychological factors may, 
under the stress of maintaining physiological and emotional 
homeostasis, prove too great for the patient’s ego resources, with 
the result that psychopathological reactions occur. The author 
has found that, in pregnant women who are obsessed with the 
idea of “natural childbirth,” the psychoneurotic or psychotic 
factor looms large. While the Read method of natural childbirth 
is an extremely valuable procedure when properly applied by 
an obstetrician on a woman whose psychological make-up is 
such that she receives the suggestions and instructions with 
confidence, on the other hand, the patient obsessed with the 
idea, or demanding it as a possible means of release from her 
own tensions and neuroses, is a poor risk, and will often develop 
a true psychosis, especially during the puerperium. Factors of 
importance in the disordered personality structure include an 
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antagonism toward the opposite sex, apparently largely due to 
poor childhood relations with the parents, especially the father, 
and dependency on the mother with an inabilitv to assume a 
mother’s role, especially if the mother has emphasized the 
dangers of pregnancy. Sexual frigidity is often the result and is 
present in a large percentage of the patients. These patients 
require careful guidance and may even need psychiatric care. 
If they seem to improve after delivery without psychiatric care, 
the improvement is only short lived and is due to the satisfac- 
tion derived from punishment associated with guilt. Obstetri- 
cians should be aware of the necessity for early personality 
evaluation in order that such a woman may have the benefit of 
the method of care and delivery best suited to her particular 
psychological needs. 


Endocervical Curettage: An Aid in the Diagnosis of Early Cer- 
- vical Cancer. L. Clarke and H. L. Gilmore Jr. Obst & Gynec. 
7:634-645 (June) 1956 [New York]. 


Symptoms, signs, Papanicolau smears, the Schiller test, cervi- 
cal biopsy, endocervical curettage, and conization of the cervix 
were utilized in the diagnosis of cervical carcinoma in 219 
women, Reliance on symptoms and signs is not enough in diag- 
nosis of early carcinoma of the cervix. The Papanicolau smear 
method is extremely good as a screening procedure but requires 
tissue verification to confirm the diagnosis and to determine 
the site and invasiveness of the carcinoma. Carcinoma of the 
cervix frequently occurs in the endocervical canal before it 
appears on the cervix. This fact is one of the drawbacks to the 
Schiller test and to colposcopy, which are of no use in diagnos- 
ing carcinoma hidden above the external os. Only rarely can 
cervical carcinoma be found on the cervix when it cannot be 
found in the endocervical canal. 

Endocervical curettage was performed on 168 of the 219 
patients with carcinoma of the cervix. Nineteen of the 20 patients 
with stage 0 carcinoma and 93 of the 107 patients with stage 1 
carcinoma had endocervical curettage. The patients with late 
stage carcinoma were curetted less frequently. Positive endocer- 
vical curettings were obtained from 17 of the 19 patients with 
stage 0 carcinoma and from 88 of the 93 patients with stage 1 
carcinoma. These results were considerably better than those 
obtained by cervical biopsy in early diagnosis of cervical 
carcinoma. The combination of endocervical curettage and 
biopsy of the cervix requires no added effort and is more 
efficient than is either method alone. The combination of these 
two methods resulted in a positive diagnosis in 94.7% of the 
patients with stage 0 carcinoma of the cervix, in 98.8% of the 
patients with stage 1 carcinoma, in 100% of the patients with 
stage 2, 3, and 4 carcinoma, and in 98.7% of all the patients on 
whom it was used. Conization of the cervix was found to be a 
more cumbersome technique in early diagnosis of carcinoma 
of the cervix than endocervical curettage. 


Cesarean Section Mortality. E. H. Bishop. Am. J. Obst. & Gynec. 
71:1194-1201 (June) 1956 [St. Louis]. 


As a result of improvements in obstetric care, deaths associ- 
ated with cesarean section have become so rare that no one 
person or even any one hospital staff has enough experience to 
realize that prevetitable deaths still occur frequently enough 
after cesarean section to constitute an important problem. This 
paper analyzes the maternal deaths associated with the cesarean 
sections performed in Philadelphia from Jan. 1, 1938, to Dec. 
31, 1953. For comparative purposes, this study was divided into 
two eight-year periods, 1938-1945 and 1945-1953, because 
during the second eight-year period an adequate supply of blood 
from banks was available even in the smaller hospitals and the 
obstetrician had at his disposal chemotherapeutic and antibiotic 
drugs covering a wide range of pathogenic organisms. There 
were 146 deaths associated with cesarean section during the 16- 
year period. The fact that 68% of these deaths were classified 
as preventable induces the author to reemphasize the following 
important factors: 1, An adequate supply of blood for emergency 
use must be available in every obstetric department. Delayed 
or inadequate blood replacement is particularly dangerous when 
cesarean section is performed because of either placenta previa 
or premature separation of the placenta. 2. Overconfidence in 
antibiotic therapy should not be allowed to affect adversely 
obstetric judgment or surgical technique. 3. Anesthesia for a 
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cesarean section must be under the direction of an anesthesiolo- 
gist, not an obstetric resident. Probably even more hazardous 
is the administration of spinal anesthesia by an obstetrician who 
has had little experience in anesthesia. 4. Heart disease alone is 
not an indication for cesarean section. 5. An elective cesarean sec- 
tion warrants as much preparation as any other major surgical 
procedure. Of the 146 deaths, 46, or 31%, followed a planned 
cesarean section. Twenty-five of these patients who had elective 
operations died as a result of heart disease, anesthesia, infection, 
or hemorrhage. 6. A cesarean section after a period of exhaus- 
tion, dehydration, and starvation is hazardous. In the fatal cases 
in which disproportion was the sole indication for the cesarean 
section, the average duration of labor was 34 hours. Procrastin- 
ation is not synonymous with watchful waiting, and it would 
seem that 6 to 10 hours of active labor allows time enough to 
recognize the disproportion. 7. Cesarean section as a method of 
delivery should be limited to those patients in whom it has 
proved value, but when indicated it should be carried. out as 
promptly as is consistent with the proper preparation of the 
patient. 


Transplacental Transmission of Fetal Erythrocytes with Dem- 
onstration of Fetal Hemoglobin in Maternal Circulation. Y. M. 
Bromberg, M. Salzberger and A. Abrahamov. Obst. & Gynec. 
7:672-674 (June) 1956 [New York]. 


The blood of 72 pregnant women in the last trimester of 
pregnancy was examined for fetal hemoglobin by the method 
of Singer and Chernoff, depending on resistance to alkali de- 
naturation. In only four women was more than 2% total hemo- 
globin tound, indicating the presence of significant amounts of 
fetal hemoglobin. In two additional pregnant women, highly 
significant concentrations of fetal heraoglobin were found. The 
first woman was an Rh-negative isoimmunized patient who de- 
livered an erythroblastotic infant. Determination of fetal hemo- 
globin in the maternal blood showed a progressive increase 
from 3.2% of total hemoglobin at the beginning of the eighth 
month to 5.2% at the end of the eighth month. After the de- 
livery, the mother’s blood was tested for fetal hemoglobin at 
weekly intervals and a steady decrease was observed. No 
significant amounts of fetal hemoglobin were found two months 
after delivery, although the antibody titers remained elevated. 
The second woman delivered a macerated stillborn fetus. There 
was a steady rise of fetal hemoglobin concentration in the ma- 
ternal blood from 2.4% of total hemoglobin in the sixth month 
up to 3.2% of total hemoglobin shortly before the interuterine 
death of the fetus. There was a progressive decrease in fetal 
hemoglobin after delivery, until a normal level of 1.2% was 
reached two months later. Thus in both patients fetal hemo- 
globin blood levels rose steadily until the end of pregnancy 
and decreased progressively after delivery until normal levels 
were reached two months after the delivery. 

The oozing of fetal blood across the placenta may lead to 
deleterious effects in both mother and fetus. In cases of blood 
incompatibility between mother and fetus, the passage of fetal 
blood through the placenta may induce maternal isoimmuniza- 
tion and the antibody titer may be related to the fetal hemo- 
globin concentration in the maternal blood. It may also be 
possible that in some rare instances the passage of incompatible 
fetal blood into the mother may elicit reactions comparable 
to those observed after incompatible blood transfusions. In 
the fetus the occult blood loss through the placenta may cause 
various degrees of anemia of the newborn and iu rare cases 
may lead to the death of the fetus in utero, 


Chronic Shock with Report of Two Cases from the Obstetric 
Department. V. C. Jensen, Ugesk. heger 118:477-482 (May 10) 
1956 (In Danish) [Copenhagen, Denmark]. 


Two cases of chronic shock in connection with the hyperem- 
esis of pregnancy are discussed. In cases there was con- 
siderable reduction of all the components of the blood, but the 
reduction of hemoglobin was relatively greater than that of full 
blood and plasma. In the first case the patient had already 
passed the period of pregnancy when hyperemesis generally 
occurs. The hypovolemia and protein deficiency because of 
insufficient treatment of the» is presumably caused 


the continued vomiting. Treatment with transfusion of 2,200 
ml. of whole blood had a dramatic effect, and the patient was 
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discharged as‘ well two days after treatment ended. In the 
second case, where the patient was in the middle of the period 
of hyperemesis of pregnancy, the improvement after infusion 
of 2,500 ml. whole blood tided the patient over the critical 
phase, and therapeutic abortion was avoided. In every case of 
xpparently intractable hyperemesis of pregnancy the possibility 
of chronic shock must be considered. 


Diagnosis of Sex Before Birth. C. J. Dewhurst. Lancet 1:471- 
» 472 (April 21) 1956 [London, England]. 


The discovery that genetic sex can be diagnosed from the 
presence of chromatin masses in female nuclei in human tissues 
suggested that this test might be applied to determine the sex 
of the fetus before birth. Twenty specimens of amniotic fluid 
were obtained between the 26th and 42nd weeks of gestation 
by artificial rupture of the membranes or at cesarean section, 
and the centrifuged deposit was examined after staining. The 
sex of the fetus was correctly diagnosed in 18; 2 specimens 
were unsuitable for accurate prediction. To test the practicality 
of this method to determine the sex of the fetus before birth, 
20 other pregnant women were selected for abdominal para- 
centesis between the 32nd and 36th weeks of pregnancy. Only 
13 suitable samples of amniotic fluid were obtained, and the sex 
of the fetus was predicted correctly in six males and seven 
females. Of the other seven women, no amniotic fluid was ob- 
tained from three, a small amount of bloody fluid from three, 
and pure blood from one. Premature labor (at 36 weeks’ 
gestation ) resulted in one of these patients. Although no serious 
consequences resulted, these incidents seem to indicate that the 
method involves a small risk, mainly io the fetus, and is there- 
fore not recommended for general use to discover the child’s 
sex. 


Late Ectopic Pregnancy, with Special Reference to Intraliga- 
mentous Pregnancy. L. R. Robey, C. O. Spann, and M. Walker. 
J. Nat. M. A. 48:180-183. (May) 1956 [New York]. 


The records of all patients with ectopic pregnancy who were 
treated at the Taborian Hospital, Mound Bayou, Miss., during 
the eight-year period from June 1, 1947, to June 1, 1955, were 
reviewed. There were 1,794 uterine deliveries, including 64 
stilfborn; 22 early ectopic pregnancies, 19 of which were rup- 
tured; and 2 late ectopic pregnancies. This incidence of one 
late ectopic pregnancy per 897 deliveries, when compared to 
Bowens’ 1:17,173 and Eastman’s 1:15,000 deliveries, is strik- 
ing. Late extrauterine pregnancy occurs predominantly in Ne- 
groes. On the basis of literature reports the author stresses the 
high fetal and maternal mortality rates in late ectopic preg- 
nancy. It is exceptional that a viable child will result from an 
extrauterine pregnancy, and the deformity rate in such viable 
infants is very high. Most of the deformities are about the head. 

The authors present reports of the two late ectopic preg- 
nancies. The first was a late abdominal pregnancy with general- 
ized exfoliative dermatitis secondary to sensitization of the 
mother to the dead fetus. The second case represented an 
intraligamentous pregnancy of two years’ duration, secondary to 
a right tubal rupture, in which fetal death occurred 15 months 
prior to surgery. Gross personal neglect was evident in both of 
these cases. There were no maternal deaths. The infant was 
dead in each case. There have been no deaths from early or 
late ectopic pregnancy during the eight years of this study, 
although many of the patients entered the hospital late after 
rupture and in poor condition. 


PEDIATRICS 


Mental Ability and School Achievement of Premature Children 
at 8 Years of Age. J. W. B. Douglas. Brit. M. J. 1:1210-1214 
(May 26) 1956 [London, England]. 


The results are described of reading, vocabulary, and pic- 
torial intelligence tests given to a representative group of 407 
children weighing 5% lb. (2,495 gm.) or less at birth, and 
therefore, by international definition, premature, after they 
had reached the age of 8 years. They were compared with those 
of children weighing more than 5% Ib. at birth. Previous papers 
have described the health, the growth, and the age at walking 
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of these two groups. Premature children scored less than their 
controls in each of these tests, being proportionately more 
handicapped in reading than in either word comprehension 
(vocabulary) or ability to appreciate relationship (pictorial 
intelligence). The handicaps of premature children did not 
increase significantly with either falling birth weight or decreas- 
ing length of gestation. In general, the handicaps found were 
minor, but there was a small, well-defined group of premature 
children whose prematurity was unexplained either by obstetric 
abnormality or by the small size of their parents, and who were 
heavily handicapped in all tests. A more intimate and detailed 
study is needed both to confirm the present observations and, if 
confirmed, to attempt to explain them. 


Evaluation of a Conditioning Device in the Treatment of Noc- 
turnal Enuresis. F. C. Behrle, M. T. Elkin and P. C. Laybourne. 
Pediatrics 17:849-856 (June) 1956 [Springfield, Ill] 


In 12 boys and 8 girls between the ages of 5 and 14 years with 
nocturnal enuresis and widely varying degrees of emotional 
maladjustment, an apparatus of the type described by Seiger in 
1952 was used. It consisted of a rubber pad placed on the 
patient’s bed and connected to an electric bell to awaken the 
patient at onset of urination. Both parents and children were 
instructed in the working of the apparatus, and wherever 
feasible the child was encouraged to take over the full respon- 
sibility for management of his own treatment. A record of 
daily progress was kept for each patient and the treatment 
closely supervised by daily telephone conversations with the 
mother. The apparatus was removed from the bed when a 
child had been dry for 7 consecutive nights and removed 
from the home after about 14 consecutive dry nights. 

Six children maintained completely dry beds for periods of 
18 to 39 months. Two of these had relapsed after the initial 
treatment period but remained dry 18 and 19 months, respec- 
tively, after second courses of treatment. Nine patients were 
improved in that they were wetting no oftener than once a 
month, in the least successful case, and in that only several 
episodes of wetting occurred in the course of two years in the 
most successful case. Four patients had temporary favorable 
responses lasting for several weeks or months but subsequently 
reverted to previous wetting habits. In one of five children who 
were frightened by the bell, the fear was so marked that treat- 
ment had to be discontinued after one week. Of 11 children 
with moderate degrees of emotional disturbance, 7 were bene- 
fited and 4 were not. Of seven children with signs of serious 
emotional disturbance six were benefited and one was not. 
The method, therefore, proved effective regardless of the 
emotional status of the patients before the treatment. None of 
the children appeared to suffer significant undesirable effects, 
and beneficial effects other than improvement of the enuresis 
appeared to be confined to the subjective impressions of some of 
the mothers. Adverse behavior observed in the course of the 
treatment indicated a need for judicious supervision of therapy 
along with the cooperation of patients. The authors believe that 
the conditioning apparatus acted as a “priming” device that 
initiated control of the enuresis, the continuation of which was 
dependent on the rewards of parental approval, greater social 
acceptability, and the satisfaction of accomplishment. 


Hereditary Hematuria, Nephropathy and Deafness: Preliminary 
Report. G. S. Sturtz and E. C. Burke. New England J. Med. 
254:1123-1126 (June 14) 1956 [Boston]. 


The term “hereditary hematuria, nephropathy and deafness” 
is proposed for a syndrome the occurrence of which is described 
in a 7-year-old boy. The family history revealed that the 
patient’s mother and 10 other members of his family have 
apparently had this disease. It appears to be a definite genetic 
entity characterized in males by the presence of hematuria, 
albuminuria, cylindruria, usually nerve deafness (due to involve- 
ment of the auditory nerve or the organ of Corti), and progres- 
sive renal disease; death occurs at an early age. The disease is 
characterized in females by the presence of hematuria, albumi- 
nuria, cylindruria, and occasionally nerve deafness; the course 
of the disease is relatively benign except during pregnancy, 
when hypertension, edema, and other signs of toxemia may 
occur. Hematuria may be intermittent. Congenital abnormali- 
ties of the eye are occasionally present. Transmission of the 
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disease in the patient's family and in the families reported on 
by other workers was by the females, both affected and non- 
affected. Further study of many kinsmen of the authors’ 
patient is necessary before one can accurately assess inheritance. 


DERMATOLOGY 


Discoid Lupus Erythematosus Treated with Plaquenil. T. Corn- 
bleet. A. M. A. Arch. Dermat. 73:572-575 (June) 1956 [Chi- 
cago]. 


Plaquenil (7-chloro-4-[4-( N-ethyl-N-8-hydroxyethylamino )- 
1-methylbutylamino] quinoline) is less toxic than related anti- 
malarials such as quinacrine and chloroquine. Like these drugs 
it has been used in discoid lupus erythematosus. The author 
presents observations on seven patients with chronic resistant 
lupus erythematosus who were treated with from 1 to 3 tablets 
of Plaquenil daily. Only one of these patients, who had been 
given 3 tablets a day, experienced gastrointestinal disturbances. 
Treatment was suspended for two weeks and then recommenced 
with 1 tablet daily. After one week with complete tolerance of 
this dosage it was increased to 2 tablets a day, and there were 
no further complaints. The dose was continued for three 
months. At this time there was more than 50% improvement. All 
seven patients showed improvement or complete involution of 
their lesions. Plaquenil can produce further improvement, some- 
times substantial, after the effects of sister antimalarial drugs 
have come to a_ standstill. One naturally speculates as to 
whether quinacrine and chloroquine would likewise cause con- 
tinued improvement after the use of Plaquenil. 


Plaquenil in the Treatment of Discoid Lupus Erythematosus: 
A Preliminary Report. H. M. Lewis and G. M. Frumess. 
A. M. A. Arch, Dermat. 73:576-581 (june) 1956 [Chicago]. 


Lewis and Frumess used Plaquenil, a new antimalarial drug, 
in 22 patients with discoid lupus erythematosus. The patients 
were selected on the basis of inadequate response to previous 
therapy or inability to tolerate previous therapy. The patients 
included 17 men and 5 women. Group A included 11 patients 
who had shown unsatisfactory response to previous therapy. 
In group B were five patients who had been unable to tolerate 
other medication because of severe side-effects. Group C_ in- 
cluded six patients who had received no previous treatment for 
discoid lupus erythematosus. 

Plaquenil was supplied in 200-mg. tablets. The initial dosage 
was 2 tablets (400 mg.) after meals and at bedtime. If this 
was tolerated and there was evidence of improvement, rapid 
stepwise reduction with a daily four-dose schedule was at- 
tempted by omitting one tablet (200 mg.) every third to fifth 
day. If signs of severe intolerance developed, medication was 
abruptly discontinued until all side-effects subsided and was 
then resumed by starting with one tablet (200 mg.) daily and 
adding one tablet every second or third day, depending upon 
side-effects and therapeutic response. It was found that Plaque- 
nil is a satisfactory drug for the treatment of discoid lupus 
erythematosus. It is apparently of benefit to patients who dem- 
onstrate inadequate therapeutic response to currently available 
medicaments and to patients who discontinue use of those 
medicaments because of intolerable side-eflects. In previously 
untreated patients it appears to produce more rapid clearing 
of visible lesions. Many patients on a high-dosage schedule of 
Plaquenil sufler diarrhea, intestinal cramps, and nausea, Ex- 
perience now indicates that a lower incidence of side-eflects 
could be attained with a lower initial dosage. 


Flea Infestation as a Cause of Papular Urticaria: A Preliminary 
Investigation. R. M. Bolam and E. 'T. Burtt. Brit. M. J. 1:1130- 
1133 (May 19) 1956 [London, England]. 


Thirty children between the ages of 3 months and 7 years 
with a distressing and persistent papular urticaria were studied 
in the hospital and in their homes. Fleas were found or were 
hatched out from dust samples collected in the homes of 21 of 
these children. The dust samples were incubated under standard 
conditions of humidity and temperature. Five species of fleas 
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were found causing infestation: cat-fleas in 15 cases, hen-fleas in 
3, and pigeon flea, house-martin flea, and human flea in one each. 
Pets were kept in 20 of the homes. More than one person was 
affected by papular urticaria in several of the homes. Control 
measures against fleas were recommended, including the use of 
insecticides to clear the animals of fleas and of arranging the pets’ 
sleeping quarters and general discipline so as to reduce the 
chances of a flea infestation. These resulted in a clearance of 
the eruption and kept 14 of the 21 young patients free. Most 
cases of papular urticaria can be explained on the basis of a 
parasitic infestation even though this may be obscure at first 
sight. Careful history-taking and investigations extending to the 
patient’s home are necessary before the facts can be brought to 
light and complete relief ensured. Pets as well as patients must 
be treated. 


Treatment with Trypsin in Dermatology and Venereology. V. G. 
Rinaldi. Minerva dermat. 4:126-128 (April) 1956 (In Italian) 
(Turin, Italy]. 


The authors studied the proteolytic effect of trypsin in 80 
patients with cutaneous or genital infections. Eight patients had 
varicose ulcers, 6 had ulcerated and diffuse epithelioma, 2 
cutaneous primary multiple gangrene, 2 decubitus lesions, 15 
bullous streptococcic infection, 12 aspecific chronic urethritis, 
15 gonococcic cervicitis, and 20 nongonococcic cervicitis. The 
drug was combined with penicillin. Combination was at the 
lyophid status. Just before use, the combination was dissolved 
with a sterile solvent at 7.2 pH. The combination was applied 
directly to the affected areas. Tolerance was perfect in all cases. 
Chronic varicose ulcers healed after two or three days of treat- 
ment. Results were poor in cases of epithelioma or gangrene. 
The drug accelerates recovery in cases of bullous streptococcic 
infection. In these cases, after one or two days of treatment 
with the drug, treatment with yellow mercury oxide was insti- 
tuted. The drug accelerated recovery in cases of cervicitis that 
were treated basically with penicillin or streptomycin. The re- 
sults in urethritis were uncertain. The drug frees the lesions 
from the pseudomembrane and the exudates that hinder the 
healing process. The drug could have a better effect on cervicitis 
if its contact with the diseased tissue could be prolonged. 


THERAPEUTICS 


Clinical Observations on a New Substance with Central Stimu- 
lating Effect. C. V. Morpurgo. Minerva anestesiol. 22:110-114 
(March) 1956 (In Italian) [Turin, Italy]. 


Ritalin, methyl 2-(pipenidyl) phenylacetate hydrochloride, 
was given to a group of patients who underwent minor surgical 
interventions and a group who underwent more important inter- 
ventions. The drug has a central stimulating effect evident at 
the level of the cortex. It has no effect on the mesencephalic, 
bulbar, and spinal centers. Its side-effects are not significant from 
a clinical point of view. Parasympatholytic substances improve 
the psychomotor effect of the drug. Sympatholytic substances 
diminish it. Twenty to 30 mg. of Ritalin obliterates the effects of 
anesthesia obtained with barbital. The patient wakes up feeling 
good. In a few minutes he is able to get up and sit down by 
himself and possibly to cooperate. Drowsiness at times continues 
for 10 or more minutes. Euphoria and logorrhea are frequent. 
Vomiting and nausea are exceptional. Thirst and dry mouth are 
present if atropine has been given. Doses up to 50 mg. of Ritalin 
nullify the effect of more profound anesthesia in major surgical 
intervention. The return of reflex movements is fast. Thirty to 
40 minutes must pass before the patient can cooperate. 

An average of 4.2% higher pulse rate was noticed. The pulse 
rate increased in 71% of the patients in the second group and 
31% in the first group. Intravenous injections of Ritalin did not 
cause any variation in the blood pressure. Pressure values de- 
creased 40 mm. Hg in one patient with hypertension. There is 
no danger and the results are better when the drug is injected 
slowly in two or three minutes. Ritalin may cause epilepsy if 
there are irritations in the cerebral cortex. Caution should be 
exercised in patients with arteriosclerosis, hyperthyroidism, and 
myocardial affections. 
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Doctor and Patient and the Law. By Louis J. Regan, M.D., LL.B., Pro- 
fessor of Legal Medicine, College of Medical Evangelists, Los Angeles. 
Third edition. Cloth. $12.50. Pp, 716. C. V. Mosby Company, 3207 Wash- 
ington Bivd., St. Louis 3, 1956. 


This third edition is in no sense a revision of the previous 
editions. With one very minor exception, all the text material 
found in the second edition is also found here. Too, the foot- 
notes found in the second edition are found here, additional 
references being identified by adding (a), (b), (c), etc., to the last 
numbered fvotnote in any particular section. This edition is 
147 pages longer because of the more extensive text discussion 
and the addition of several new topics. A section on grievance 
committees, for example, discusses the limitations on the recom- 
mended scope of activity of such a committee functioning at the 
county society level. Attention is called to the fact that such a 
committee must do more than merely “whitewash the physician.” 
It concludes, quite properly, that perhaps such a committee 
should limit itself to disputes about fees and not attempt to 
evaluate controversies involving the failure of a physician to use 
due care in the course of his practice. Following this discussion 
is a report on the way in which one grievance committee func- 
tioned in its routine handling of a claims prevention program. 
There is also a helpful discussion of the problem of experimen- 
tation, concluding with the recommendations of the Judicial 
Couneil of the American Medical Association with regard to 
human experimentation. Other new topics covered are the law 
of public health, feticide, infanticide, and concealment of births 
or deaths. The second edition of this book has been a standard 
reference since its publication in 1949, principally with respect 
to the law of malpractice. The same high regard undoubtedly 
will attach to the third edition, because it is all the second 
edition was in addition to being a more up-to-date presentation 
and because it covers some valuable new material. This book 
remains one of the best reference books a physician or lawyer 
can find on general problems of legal medicine. It can also 
serve as a textbook on that subject for use by either medical 
students or law students. 


Pulmonary Carcinoma: Pathogenesis, Diagnosis, and Treatment. Edited 
by Edgar Mayer, M.D., and Herbert C. Maier, M.D. Cloth. $15. Pp. 540, 
with 182 illustrations. New York University Press, Washington Sq., New 
York, N. Y.; distributed by J. B. Lippincott Company, 227-231 S. Sixth St., 
Philadelphia 5, Pa.; Pitman Medical Publishing Co., Ltd,, 39-41 Parker 
St., Kingsway, London, W.C.2, England, 1956. 


_.. Because of the tremendous increase in the incidence of lung 
~ cancer, this monograph is timely. It is well written, and there is 
a complete consideration of the subject from every aspect. 
Various contributors have written chapters, and this adds greatly 
to the value of the book. The initial chapter by C. P. Rhoads on 
modern concepts of cancer research is well done. The chapter on 
the biology of cancer with special reference to hing cancer is ad- 
mirably written by W. E. Smith. Environmental and occupa- 
tional factors in the development of lung cancer are considered 
by Dr. E. C. Hammond and Dr. Willard Machle. The chapter 
on pathological aspects of the lung, which was written by A. A. 
Liebow, is complete and well illustrated. In addition to frank 
cancer of the lung, atypical proliferation in carcinoma in situ is 
well described. The clinical aspects of the disease are described 
by internists, including the senior editor. All the clinical aspects 
of the disease, aside from the roentgen diagnosis, which is well 
presented by R. S. Sherman, are considered in this chapter. All 
phases of bronchoscopic examination are considered in a chapter 
by the junior editor. The chapter on exfoliative cytology is by 
C. N. Papanicolaou and A. A. Liebow. Other excellent chapters 
include those on the search for the early case, differential diag- 
nosis, functional aspects of pulmonary disease as applied to 
the management of lung cancer, the medical management of the 
surgically incurable patient, secondary cancers of the lung, the 
psychological aspects of lung cancer, benign tumors of the lung, 
benign and malignant tumors of the trachea, tumors of the pleura, 
and the outlook for cancer. Surgical therapy is discussed by the 
junior editor from a general standpoint without details of opera- 


tive technique. Because many cases of lung cancer are inoperable, 
such palliative methods of treatment as radiotherapy and the use 
of radioisotopes are discussed in detail. Although chemotherapy 
is discussed, sufficient emphasis is not placed on its value in the 
treatment of lung cancer. Every practitioner of medicine who is 
concerned with the treatment of adults should have this book in 
his library. 


Electrocardiography: Fundamentals and Clinical Application. By Louis 
Wolff, M.D., Assistant Clinical Professor of Medicine, Harvard Medical 
School, Boston. Second edition. Cloth. $7. Pp. 342, with 199 illustrations, 
W. B. Saunders Company, 218 W. Washington Sq., Philadelphia 5; 7 Grape 
St., Shaftesbury Ave., London, W.C.2, England, 1956. 


In this second edition Dr. Wolff has chosen the conservative 
approach and covered the subject in the conventional manner. 

e book is divided into three parts, dealing with the basic 
principles of electrocardiography, clinical electrocardiography, 
and normal and abnormal cardiac mechanisms. In the last 
section the arrhythmias and the effects of such drugs as digitalis 
and quinidine are described. The author was tempted to include 
a section on vectorcardiography but decided against it. This 
was probably a wise decision, because the book in its present 
form is written primarily for the student or physician who has 
had little or no previous knowledge of the subject. Several 
excellent monographs on vectorcardiography are already avail- 
able for the advanced student. The text is well written and clear, 
reflecting the author's many years of teaching electrocardi- 
ography. The illustrations are good. There is no bibliography. 
This book is recommended as an elementary textbook for 
medical students and as a reference book for the general prac- 
titioner. 


Basic Otolaryngology. By Francis L. Lederer, B.Se,, M.D., F,A.C.S., 
Professor and Head ef Department of Otolaryngology, University of Illinois 
College of Medicine, Chicago, and Abraham R. Hollender, M.Sc., M.D., 
F.A.C.S., Clinical Professor of Otolaryngology, University of Miami School 
of Medicine, Miami Beach, Fla. Fourth edition. Cloth. $6.75. Pp, 442, with 
illustrations. F. A, Davis Company, 1914-16 Cherry St., Philadelphia 3, 
1956. 


Both authors of this book have spent many years practicing 
and teaching. Since trying to pass on one’s knowledge to others 
is one of the best paths to perfection in any art or science, we 
have here the “boiled down” results of vast experience plus the 
mellowing influence of reflection. The book begins with general 
considerations. Sections 2 to 7 deal with the nose, sinuses, mouth, 
pharynx, trachea, bronchi, and esophagus seriatim. Section 7 on 
the ear is particularly well done and gives much more than one 
can expect in a textbook that does not pretend to be exhaustive. 
The authors have not forgotten that much information can be 
derived from the proper use of tuning forks, which is seldom 
stressed in the literature of today. The complications of chronic 
otitis in the brain, labyrinth, and great vessels are well set forth. 
Section 6 on the larynx and lower airways is beautifully illus- 
trated by colored plates, and there is an excellent chapter on 
speech and voice. Antibiotics. and chemotherapy are well 
described, but they are, moreover, clinically tested, which brings 
greater practical value than mere academic discussion could do. 
This volume provides much concise information not only for 
students and general physicians but also for otolaryngologists, 
who should derive great satisfaction from the clear and authori- 
tative presentation of the subject. 


More Than Pregnancy. By Marion Phillips. Cloth. $3. Pp. 178, with 
illustrations. Coward-McCann, Inc., 210 Madison Ave., New York 16, 1955. 


This book for expectant parents was not written by a phy- 
sician or a nurse; the author, the mother of two children, is 
the creator of Marion Phillips Maternity Preparations and the 
owner of Marion Phillips Shops. The book is divided into nine 
chapters, the longest of which is concerned with maternity 
clothes. Most of the illustrations in the book are in this chapter. 
We are told that in 1946, when the “maternity business” was 
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still practically in its infancy, it was a 10 million dollar-a-year 

air. The author discusses the choice of a physician; and she 
offers intelligent explanations of old and new wives’ tales, the 
cost of having a baby, clothes for the newborn baby, and other 
important aspects of planning for the arrival of a baby. The 
book is well written in an interesting style, the information 
presented is correct, and the advice given is sensible and prac- 
tical. The book can definitely be recommended. 


Health Observation of School Children: A Guide for Helping Teachers 
and Others to Observe and Understand the School Child in Health and 
Iiiness. By George M. Wheatley, M.D., M.P.H., Third Vice-President, 
Health and Welfare, Metropolitan Life Insurance Company, and Grace T. 
Hallock. Second edition, Cloth. $6.50. Pp. 488, with 86 illustrations by 
Barbara Pteiffer. Blakiston Division, McGraw-Hill Book Company, Inc., 
330 W. 42nd St., New York 36; 95 Farringdon St., London, E.C.4, Eng- 
land, 1956. 


This extensively revised edition follows the general format 
of the earlier book. The principal body systems and diseases 
that prevent their normal operation are described in sufficient 
detail to permit the teacher, to whom the volume is primarily 
directed, to benefit from it, both as a resource volume for 
general health education and as an aid in health evaluation of 
pupils. The terminology used in the book is accurate but not 
too technical in nature. Probably many parents with average 
education would find much of the discussion of interest and 
value. An attractive feature is the inclusion of colored plates 
showing the teacher how much can be noted as the result of 
careful observation of individual pupils. The book has an 
adequate number of drawings of the principal body systems. 
There are also informative charts. At the end of each chapter, 
questions are posed to test appreciation of the facts that have 
been presented. In addition, various related activities are 
suggested to impress the facts more firmly. Each chapter closes 
with a list of suggested references. This volume should prove as 
useful and popular for teacher training or for the teacher 
already in a school position as the first edition did. 


Cardiovascular Innervation. By G. A. G. Mitchell, O.B.E., T.D., M.B., 
Professor of Anatomy and Director of Anatomical Laboratories in University 
of Manchester, Manchester, England. Foreword by Sir Geoffrey Jefferson, 
C.B.E., M.S., M.Ch. Cloth. $11. Pp. 356, with 217 illustrations. Williams 
& Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2; E. & S. 
Livingstone, Ltd., 16 and 17 Teviot Pl, Edinburgh ‘ Scotland, ‘1956. 


Since the author is one of the most careful and learned 
anatomists, the appearance of a book by him on the anatomy of 
the nerve supply of the cardiovascular system is most welcome. 
The subject is covered in a desultory fashion in many textbooks, 
but it is rarely presented in an orderly and detailed manner, as 
Mitchell has done and done beautifully. The book covers the 
entire innervation, macroscopic and microscopic, of the cardio- 
vascular system, including good descriptions of central auto- 
nomic representation. The book is a textbook in that it has an 
easily discernible arrangement and the material is clearly and 
simply presented. However, most physicians and surgeons will 
_probably use it as a reference book. It should serve admirably 
in either case. The make-up of the book is excellent, and the 
clarity of the illustrations is especially to be commended. Even 
the labels in the diagrams can be read without a magnifying 
glass, triangulation, and turning the book upside down. The 
references are carefully chosen and obviously have been read by 
the author. He is careful enough in his use of them not to 
resort to “et al.” All physicians dealing with the cardiovascular 
system should profit by the use of this book. 


Modern Operative Surgery in Two Velumes. Volume Ll. Edited by the 
late G. Grey Tumer, LL.D., D.Ch., M.S., and Lambert Charles Rogers, 
V.R.D., M.Sc., M.D., Professor of Surgery, University of Wales, Cardiff. 
With foreword by Sir Gordon Gordon-Taylor, K.B.E., C.B., M.D. Fourth 
edition. Cloth. $15. Pp. 1229, with 476 illustrations. Paul B. Hoeber, Inc. 
(medical book department of Harper & Brothers), 49 E. 33rd St., New York 
16, 1956. 


The appearance of this fourth edition, published after the 
death of the senior author, indicates that this work has been 
popular in England; but failure to find a single copy of the 
third edition in the libraries of six medical schools is evidence 
that it has not been widely read by American surgeons. The 
book is a comprehensive presentation of “the whole range of 
modern surgical operations,” with a discussion of the indications 
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for operation, preoperative and postoperative care, and opera- 
tive technique. The general organization of the material remains 
unchanged, and volume 1 includes sections on orthopedic, 
neural, thoracic, cardiovascular, and abdominal surgery, as well 
as sections on the conservative management of nonpulmonary 
tuberculosis, malignant disease, and diseases of the breast. The 
sections on hernias, diseases of the rectum and anus, and dis- 
eases of the neck, in addition to other surgical specialties, will 
be found in volume 2. Each section has been revised, but the 
most extensive revision has been in the discussion of cardiovas- 
cular surgery, where a description of most of the well-estab- 
lished procedures may be found. Such new developments as 
hypothermia, open heart surgery, and resection and grafting 
of the aorta are not discussed in detail. The entire text is well 
written, and there are illustrations of many of the techniques. 
The same general material may be found in textbooks by Amer- 
ican authors, but this work would undoubtedly become increas- 
ingly popular if it were readily available for reference. 


Body Fluids in Surgery. By A. W. Wilkinson, Ch.M., F.R.C.S.E., As- 
sistant Surgeon, Aberdeen Royal Infirmary and Royal Aberdeen Hospital 
for Sick Children, Aberdeen, Scotland. Cloth. $4. Pp. 212, with 7 illustra- 
tions. Williams & Wilkins Company, Mount Royal and Guilford Aves., 
Baltimore 2; E. & S$. Livingstone Ltd., 16 and 17 Teviot Pl., Edinburgh 1, 
Scotland, 1955. 


The subject of electrolyte balance, particularly as it applies to 
surgery, is difficult to present. The complexity of the subject and 
its numerous facets make it almost impossible to apply routine 
answers or to use short cuts. The author has done an admirable 
job in presenting this involved subject in a pithy manner. He 
does not minimize the importance of clinical experiences, which 
he feels go hand in hand with an understanding of the physi- 
ology of body fluids. Therapeutic simplicity is sought, but this 
cannot be attained until the clinician understands the speed and 
delicacy of the complicated compensatory responses that follow 
the loss of body fluids. Chapter 7, which deals with acidosis and 
alkalosis, is especially well written. This book can be recom- 
mended to anyone interested in the subject of body fluids and 
electrolyte balance. 


Chemical Safety Supervision. By Joseph Guelich, Safety Manager, Gen- 
eral Chemical Division, Allied Chemical and Dye Corporation, New York. 
Cloth. $4.50. Pp, 221, with illustrations. Reinhold Publishing Corp., 430 
Park Ave., New York 22; Chapman & Hall, Ltd., 37-39 Essex St., Strand, 
London, W.C.2, England, 1956. 


This easy-to-read volume may be considered as a safety hand- 
book for supervisors in chemical manufacturing plants or 
laboratories, but it may also be read with interest and profit by 
chemical plant employees or laboratory technicians. The author 
has spent much time as a safety specialist for various chemical 
firms and government departments, and this experience is re- 
flected in the thorough and practical way in which he discusses» 
the problem of safety. The volume is divided into short chap- 
ters, most of them dealing with different aspects of safety 
involved in the manufacture, handling, and storage of chemicals. 
Because of the practical answers it gives to most of the prob- 
lems that are likely to be encountered, this book should be read 
by all those who supervise or plan to supervise in the manufac- 
ture or use of chemicals. 


Modern Public Health for Medical Students. By I. G. Davies, M.D., 
F.R.C.P., D.P.H., Professor of Public Health and Preventive Medicine, 
University of Leeds, Leeds, England, Cloth. $6.75. Pp. 487, with 50 illus- 
trations. Edward Amold & Co., 41-43 Maddox St., London, W.1, Eng- 
land; Williams & Wilkins Company, Mount Royal and Guilford Aves., 
Baltimore 2, 1955. 


This volume is a useful addition to the list of good British 
textbooks on public health. It should be of great value to the 
British reader, as it brings together in clear and succinct form 
a mass of detail regarding the responsibilities of the physician 
in his relations with the government. The duties and services of 
the many public health and medical care programs are clearly 
explained, and instructions are given as to what procedures the 
physician must follow to obtain these services for his patient. 
This volume is of less practical value to the reader in the 
United States, as it contains only a few sections of basic prin- 
ciples and general information. Its chief value in this country 
will be to give the reader an insight into the British program. 
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QUERIES AND 


EMERGENCY CARE PLANNING | 


To tHe Eprror:—The local county medical society is interested 
in setting up a program of education for law enforcement 
officers, funeral homes, and ambulance carriers for the im- 
provement of handling and transporting injured people to the 
hospital. I would like to be put in touch with someone who 
might have a program of this nature. We have a large num- 
ber of highway accidents, as our town is bisected by two 
main state highways. At present, we have what is known as 
“fast and courteous service,” and what we are trying to do 
is give necessary training in the use of splints and other first- 
aid measures, as might be adapted to ambulance transporta- 
tion. We feel that we would not only be greatly reducing 
such hazards as shock but also could be using this as a fairly 
sound public relations endeavor. 


Joseph G. Springer, M.D., Bellefontaine, Ohio. 


ANswer.—Successful emergency care planning has been 
approached in several ways, the most common of which are: 
(1) plans worked out (medical group taking initiative) with 
those members or agencies of the community whose functions 
could be of assistance, such as police, ambulance drivers, and 
responsible first-aid trained persons; (2) emergency medical care, 
proper transportation of the injured, and hospital emergency 
handling as a plan strictly between hospital staffs and physi- 
cians, completely independent of other groups; and (3) a plan 
such as 2 above integrated with the over-all community Red 
Cross or civil defense disaster plan, depending upon which is 
more active in the particular community. As for the more effi- 
cient handling and transportation of injured persons in the present 
plan, the local Red Cross chapter should be in a position to 
provide first-aid training for selected people. If not, then any 
member of the medical society could do so. The Standard Red 
Cross first-aid textbook would be a valuable guidance in plan- 
ning the course. 


FIRST AID WHILE ON A TRIP 


To tHE Eprror:—I am licensed to practice medicine only in 
Massachusetts. On an automobile trip I stop at the home of a 
niece in New Jersey. I have with me a first-aid kit contain- 
ing such medicaments as penicillin, Aureomycin, and analge- 
sics for use of myself and my family during the trip. If I treat 
my wife or children in any state except Massachusetts, for 
example with penicillin for a severe sore throat and a reaction 
ensues requiring hospitalization, have I violated the law by 
practicing medicine in that state without a license? If on 
arrival in New Jersey I find the niece has what looks like a 
streptococcic sore throat and I give her some of my Aureo- 
mycin for that condition without charge of any kind, am I 
practicing medicine in New Jersey without a license? If I 
give some to my wife or children for a good indication while 
outside of Massachusetts, can I be prosecuted for practicing 
medicine in that state without a license? 

Arthur J]. Hadler, M.D., Brookline, Mass. 


ANsweR.—Whether a physician licensed only in Massachusetts 
may treat ill members of his family outside of the state of 
Massachusetts, technically, would depend on the statutes of 
that particular state. It is doubtful that the laws of any state 
would be so interpreted as to prevent a physician under such 
circumstances from administering drugs to ill members of his 
immediate family any more than the administration of an as- 
pirin tablet by a layman to an ill child would be considered the 
practice of medicine. In New Jersey, the Medical Practice Act 
specifically excepts the situation posed by the inquirer. Section 
45: 9-21 c. provides that “A physician or surgeon of another 
state of the United States and duly authorized under the laws 


The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
organization unless specifically so stated in the reply. Anonymous com- 
munications and queries on postal cards cannot be answered. Every letter 
must contain the writer’s name and address, but these will be omitted on 
request, 
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thereof to practice medicine or surgery therein, if such prac- 
titioner does not open an office or place fer the practice of his 
profession in this state” is excepted. Consequently a physician 
licensed only in another state may treat persons in New Jersey 
providing he does net maintain an office or place of business 
in New Jersey. 


SHOULD A CARDIAC TAKE A TRIP TO EUROPE? 

To tHe Eprron:—A 67-year-old man had a severe coronary 
occlusion with infarction in January, 1954, which left him 
with a scar, some cardiac enlargement, blood pressure of 
110/70 mm, Hg (prior to the thrombosis, 135/85 mm. Hg), 
and a significantly abnormal electrocardiogram. He is having 
minor angina pectoris on exertion, excitement, or when ex- 
posed to cold weather, and, rarely, episodes of congestive 
heart failure with pulmonary edema, which subside after two 
or three hours. He is working (desk job) on a limited scale. 
Would it be too much of a risk for him to take a three-week 
trip to Europe in a pressurized plane, with @ very modest 
schedule that does not include much sight-seeing? 


Leopold E, Wexberg, M.D., Washington, D. C. 


Answen.—It is hazardous to pass judgment regarding the 
ability of a patient such as the one described to withstand a 
three-week trip to Europe. Much depends on whether his trip 
will contain episodes relating to business or other situations 
that will put him under excessive emotional or physical stress. 
Unfortunately, these cannct always be predicted in advance. 
A decision of this type depends somewhat on the philosophy 
of the patient. He should understand that he may develop con- 
gestive failure or acute myocardial infarction abroad, but that 
this might also occur at home. If the condition of the patient 
seems reasonably good and the patient desires to travel on a 
limited scale, the decision should rest with the patient. How- 
ever, he should be given instructions as to what steps to take 
in the event of a change in his condition. Among the most 
helpful steps is to provide him with a list of reliable internists 
or cardiologists practicing in the main cities that he plans to 
visit. This will insure his receiving good care in the event of 
the development of a complication. 


ALLERGY TO SUNLIGHT 


To tHe Eprror:—A 30-year-old man for the first time last sum- 
mer began to have dermitis that showed up as soon as he took 
off his shirt and exposed his back to sunlight. The result was 
prickly heat sensations and stinging, with small, white, firm 
areas the size of a pea and slightly elevated. These areas and 
sensations disappeared a few hours after he put his shirt back 
on, This condition developed again today when he took his 
shirt off and was exposed to sunlight. What is the treatment 
for such a case? H. E, O'Neal, M.D., Tipton, lowa. 


Answer.—The simplest way to prevent allergy to light is to 
use a screening agent. One of the best of such chemicals is 
p-aminobenzoic acid or its ester. It can be used in concentra- 
tions varying from | to 10%. The weaker strengths are marketed 
commercially under such trade names as Tartan or Skolex. 
More concentrated preparations are more effective. The chemi- 
cal should be dissolved in alcohol, then diluted with water or 
with an ointment base such as Unibase. Recent developments 
have indicated that certain chemicals taken internaily, notably 
the antimalarial drugs, have an effective preventive action. 


POLIOMYELITIS IMMUNIZATION 
To THE Evrrorn:—Is a child who has had paralyzing anterior 
poliomyelitis immune to all three types of poliomyelitis virus 
or should he be given the vaccine the same as other children? 
Howard H. Ingling, M.D., Springfield, Ohio. 


Answer.—The evidence indicates that a child recovering from 
poliomyelitis caused by one type of poliomyelitis virus is not 
assured immunity to the other types. For this reason it would 
seem wise to proceed with vaccination as with other children. 
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SWOLLEN CANS OF FOOD 

To THE Eprror:—After transporting canned food great distances 
into remote areas in Brazil, there is naturally reluctance to 
discard swollen cans. Can assurance be given that botulinus 
spores will be killed and the toxin rendered innocuous in 
protein-bearing food by boiling the can just before serving 
and, if so, for how long? What measures can be recom- 
mended for swollen cans not containing protein, such as the 
acid fruits? FE. Ross Jenney, M.D., Rio de Janeiro, Brazil. 


ANswer.—There can be no assurance that it is safe to eat 
food from cans that give evidence of spoilage (bulging ends, 
contents that appear disintegrated or mushy, or contents that 
smell like rancid cheese). All such suspected food should be 
discarded without being tasted. The spores of Clostridium 
botulinum rarely germinate in foods having a pH of 4.5 or 
lower, yet canned acid fruits have been known to be involved 
in outbreaks of botulism. The reason for this is that there is 
great variation in the acidity of fruits and vegetables. Samples 
of pineapple have been tested and found to range from pH 3.8 
to 4.7 (Spiegelberg, cited by Sweetman and MacKellar, Food 
Selection and Preservation, ed. 4, New York, John Wiley & 
Sons, Inc., 1954). Although there is little chance that commer- 
cially canned food will contain the botulinum bacillus, it is 
possible that cans that are swollen after long exposure to heat 
and moisture have been infected after the canning process. It is 
definitely not advisable to try to salvage these by attempting to 
destroy any Cl. botulinum toxin that might be present, since 
the toxin is one of the most powerful poisons known, 


THE PHYSICIAN’S LEGAL RIGHTS IN EMERGENCIES 

To rue Eprron:—Suppose a physician is engaged in the prac- 
tice of medicine in Michigan, doing no contract practice. 
As advisor to the police department, he is called either to 
the police station or to a private home where a belligerent 
alcoholic is creating a disturbance. The physician gives a 
hypodermic injection to calm him without the alcoholic’s 
consent and with or without the nearby relatives’ consent. 
The alcoholic is believed to be endangering himself or those 
in his environment. Is the physician within his legal rights 
as a doctor called by the police? Suppose about the same 
sequence occurs with a mentally ill patient. The police are 
following the physician’s orders in these circumstances. To 
protect the patient and others from the violence of the 
patient, the physician orders restraints applied. Is he within 
his legal rights as a doctor called in by the police? No 
relative is immediately available to assume the responsi- 
bility of the patient. M.D., Michigan. 


Answen.—Generally, a physician has no authority to admin- 
ister a hypodermic injection or any other treatment to a 
patient without the consent of the patient or someone author- 
ized to act on his behalf. If the patient is mentally incapable 
of speaking for himself because of intoxication, injury, illness, 
or insanity, consent must be obtained from someone legally 
authorized to act on behalf of the patient. An exception is 
permitted in the case of an emergency, where the patient's 
life is endangered. Under these circumstances the law will 
presume the patient’s consent, on the theory that if the patient 
were rational and able to make his own decision he would 
consent to treatment. A physician going into a private home 
has no authority to treat the patient without the consent of 
the patient or someone authorized to act on his behalt unless 
a bona fide emergency exists in which the patient's life is 
endangered. Except with regard to persons committed to state 
institutions and other situations where specific statutory au- 
thority is granted, the police have no authority to authorize a 
physician to drug a patient against his will solely because he 
is creating a disturbance or endangering others. The police 
have power to restrain such an individual by force, if neces- 
sary, although force does not include the use of drugs. How- 
ever, where a patient becomes so violent that it is necessary to 
restrain him with drugs, the situation is usually one where 
treatment can be justified because of a bona fide emergency. 


J.A.M.A., August 11, 1956 


PHENYLMERCURIC PESTICIDES 

To THe Eprror:—The orchardists are using a spray that contains 
N-phenylmercuric ethylenediamine. Workers have developed 
burns of a vesicular type on being splattered by this material. 
Immediate recommended treatment is to wash the material 
off with soapy water. Is there any other treatment that would 
precent vesiculation or that might be given after the lesion 
has developed? Charles F. Gaylord, M.D., Staunton, Va. 


ANswer.—Some or all of the many phenylmercuric pesticides — 
may act both as primary irritants and as allergens. It is probable 


that the phenylmercuric ethylenediamine is more active than 
some others such as the phenylmercuric oleate. After the dam- 
age that paves the way for vesiculation has been inaugurated, 
there is no specific therapy. Treatment instituted for any acute 
dermatitis of equal severity is in order. In known allergic in- 
dividuals, the use of judiciously chosen antihistaminics may les- 
sen severity, and sedation sometimes is warranted. In repeated 
or persistent states, conceivably some of the newer anti-inflam- 
mation medicaments may influence the degree of injury, but no 
such treatment is desirable for the trivial and usual affair. Prior 
to prospective exposure, some protection may be provided by 
application to exposed parts of barrier creams, preferably of the 
silicone type because of the added clinging qualities it possesses. 
Systemic mercury poisoning is a possibility. 


CORONARY OCCLUSION 


To tHe Eprron:—A 42-year-old man, who had been healthy 
except for occasional heartburn, was found unconscious 
and in a state of violent agitation. It was difficult to ex- 
amine him; nevertheless | found an accelerated pulse (120 to 
130 per minute). I sent him to the hospital, where for six 
hours he showed no change. The neurological tests including 
lumbar puncture showed nothing pathological. When after 
eight hours he became conscious and quiet, an electrocardio- 
gram was made and a fresh posterior myocardial infarct was 
found. In your experience have there been cases of myo- 
cardial infarction where the initial symptoms were agitation 
with unconsciousness? 


Kurt Horwitz, M.D., Kifarhamaccabi, Israel. 


ANswer.—This question omits information that would be 
helpful, such as the mode of onset and the presence or absence 
of fever. Knowing the blood pressure is extremely important. 
“Unconsciousness and violent agitation” is a somewhat indefi- 
nite descriptive phrase. Coronary occlusion with myocardial 
infarction sometimes produces profound shock. This shock is 
analogous to that seen in severe crushing injuries or burns. The 
patient is stuporous and extremely apprehensive. The respira- 


tions are shallow and sighing. The blood pressure is low, and — 


the pulse is rapid and thready. The skin is cold and clammy, 
In other words, there is a picture of severe peripheral vascular 
collapse. The mortality in such patients is extremely high, but 
some of them recover spontaneously, Such a picture might fit 
the patient described. However, one also wonders whether an 
initial and undiagnosed pathological condition may not have 
been followed by a coronary occlusion that showed itself a few 
hours later by electrocardiographic signs of a myocardial infarct. 


ROUTINE EXPOSURES TO X-RAYS 


To tHe Eprron:—A_ 6-year-old child visits her dentist three 
times a year and has a complete set of dental roentgenograms 
taken each time. 1s the amount of exposure in this procedure 
likely to be harmful? M.D., Michigan. 


Answer.—The question does not permit a simple unequivo- 
cal answer. Numcrous studies have been made concerning the 
exposure of the mouth, teeth, and various portions of the body 
during dental roentgenography. The type of machine used, the 
type of film used, and many other factors enter into the deter- 
mination of the radiation dose. With the very best techniques 
of dental roentgenography, the maximum exposure in the mouth 
for a full mouth study may be less than 20 r. Some units may 
deliver as much as much as 150 r per full mouth study. This 
consultant advises against three exposures a year that deliver as 
much as 150 r per exposure, but it should be perfectly safe in 
my opinion to make three full mouth studies if the exposure is 
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less than 20 r per study. The questioner is referred to an article 
entitled “Need for Precaution in Dental Roentgenography” 
(J. Am. Dent. A. 51: 7-12 [July] 1955). In addition, the Na- 
tional Bureau of Standards has available handbooks concerning 
this subject at a nominal price. 


KERATOSIS FOLLICULARIS 


To tHE Eprror:—Is there any new or recommended treatment 
for keratosis follicularis (Darier’s disease)? \4.D,, Alabama. 


Answer.—Keratosis follicularis is a rare hereditary disease 
- consisting of eruption of small reddish papules at the pilo- 
sebaceous orifices. These may enlarge to form papillomatous 
growths and may occasionally develop malignancies. The con- 
dition may occur on the skin of the upper lid or on the lid 
margins. Cataract similar to other dermatogenous types of cat- 
aract has been recorded in conjunction with the condition. No 
recent treatment is known. 


EXPOSURE OF BONES AND TENDONS 


To THE Eprror:—Please give me information on treatment for 
exposed bone of the forehead and skull and other locations. 
How are exposed tendons treated? Is it better to bore the 
outer table or remove it entirely before skin grafting? 


Edwin M. Meek, M.D., Greenwood, Miss. 


ANswer.—The ideal covering for exposed bone or tendons 
is a pedicle flap of skin to which is attached a good subcu- 
taneous fat pad. A local rotation flap, if available, will give 
the best cosmetic covering to the forehead. Whether the 
outer table of the skull is removed or bored prior to skin- 
graft coverage depends on the local blood supply of the ex- 
posed bone. Too frequently it is necrotic or sclerotic and, 
hence, removal becomes mandatory. 


HELODERMA 


To tHe Eprror:—A 5-year-old girl has several reddish look- 
ing pads of the joint surfaces of the hand and foot. The 
eee disclosed benign dermofibroma. Is there any specific 
treatment for this? Is it not probable that there will be new 


places from time to time? M.D., Alabama. 


ANSWER.—Fibrous pads over the extensor aspect of the proxi- 
mal interphalangeal joints of the fingers and toes are known as 
knuckle pads or heloderma. They may occur at any age, and 
new lesions may develop over a period of weeks or months. 
They usually produce no symptoms but are sometimes asso- 
ciated with Dupuytren’s contracture of the palmar fascia in 
later life. There is no satisfactory treatment. Andrews suggests 
‘that the injection into the pads of 25 mg. of cortisone in 1 cc. 
of procaine solution, or the oral use of tocopherols, may be of 
some benefit. 


ARTIFICIAL COLORING OF FOODS 


To THE Eprron:—What dyes are currently used in the coloring 
of butter, margarine, cheese, and oranges? Have any of these 
dyes been found to have carcinogenic properties? What pre- 
liminary tests are conducted in the certification of stocks of 
colors for use in foods? M.D., New York. 


Answer.—In the artificial coloring of butter, margarine, 
cheese, and oranges, food manufacturers are permitted by the 
United States government to use only those coal tar dyes that 
are certified by the Food and Drug Administration. Each batch 
of certified dye has been tested and found to be “harmless and 
suitable for use in food,” regardless of the amount used. The 
procedures for testing are described in the Federal Security 
Agency, Food and Drug Administration pamphlet “Coal Tar 
Color Regulations.” No evidence is known that would show 
any one of the current certified dyes as having carcinogenic 
properties. On Feb. 15, 1956, three dyes were removed from 
the list of certified dyes for foods and drugs for internal con- 
sumption; they are FD&C Orange no. 1, FD&C Orange no. 2, 
and FD&C Red no. 32. They were outlawed because it was 
found that they cause illness when consumed in excessive 
quantities; popcorn and candy colored with FD&C Orange no. 1 
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and FD&C Red no. 32 have caused illness in children. Accord- 
ing to a February news release of the Food and Drug Admin- 
istration, the effectiveness of the regulation concerning these 
dyes has been temporarily stayed with respect to the use of 
FD&C Red no. 32 for coloring the outer skin of oranges. 


BOOKS DAMAGED BY SILVERFISH 


To tHe Eprror:—As the result of the growth of a private medical 
library, it has been necessary to put some reference material 
used infrequently in storage. Silverfish are doing considerable 
damage to the stored material. What is the best way to keep 
these under control? 


D. L. Warwick, M.D., Costa Mesa, Calif. 


ANsweRr.—Silverfish are one of the most bothersome of house- 
hold insects. They are active in the winter as well as other 
seasons of the year, and they turn up in the best kept houses, 
especially in the library, attic, or basement or wherever books 
and other starch-containing materials are stored. They have 
a predilection for starchy materials such as cardboard, stored 
cereals, starched fabrics, paper, and paste. Book binders attempt- 
ed to discourage these pests by incorporating arsenic into their 
paste. However, chlorophenothane is more effective in control- 
ling silverfish. It is applied as residual deposits to the places 
where the insects occur. The deposits exert their lethal action 
when these insects crawl over the treated surfaces. alec 
sprays have also been used to combat these pests. 


BLOOD TRANSFUSION 


To tue Eprror:—A 73-year-old patient was admitted to the 
hospital because of hematemesis. Splenomegaly was noted 
one and a half years before admission; ascites was noted one 
year later and was treated by repeated paracentesis. A diag- 
nosis of Banti’s disease with cirrhosis of the liver had been 
made; an alternative diagnosis of primary cirrhosis of the liver 
with secondary splenomegaly was considered possible. Blood 
volume studies on the day after admission showed a red blood 
cell deficit of 1,394 cc. (18.6 cc. per kilogram), a plasma 
volume excess of 748 cc. (55.8 cc. per kilogram), and a total 
plasma protein deficit of 30.6 gm. (2.59 gm. per kilogram); 
the total blood volume was estimated to be normal (74.5 cc. 
per kilogram). On the basis of the blood volume studies, a 
transfusion of cells alone was recommended. From a practical 
point of view, it seemed advisable to replace whole blood 
loss (presumably from esophageal varices) with whole blood, 
especially since previous blood studies had shown hypopro- 
teinemia. Which procedure should be followed in the case 
described? Can it be said as a general rule that blood loss 
should be treated with whole blood transfusion, if transfusion 


is given? M.D., Connecticut. 


ANsweER.—Transfusion of individuals with severe anemia but 
normal blood volume should be approached with caution. This 
is true of patients who have had hematemesis. Therefore the 
recommendation of use of a concentrated red blood cell sus- 
pension in the case described seems sound. It cannot be stated 
as a general rule that blood loss should be treated with whole 
blood transfusion. If the blood loss has been recent and acute, 
and if the venous pressure is low, use of whole blood is recom- 
mended; however, if the patient has compensated for the blood 
loss by restoration of blood volume and by rise of venous pres- 
sure, the use of whole blood is attended by risk of overloading. 
In such cases, the volume of transfusion, even of concentrated 
red blood cell suspensions, should be limited and the rate should 
be prolonged. For discussion of these points, the reader is re- 
ferred to Mollison (Blood Transfusion in Clinical Medicine, 
Springfield, Il]., Charles C Thomas, Publisher, 1952). 


TREATMENT OF NEPHRITIS 
To THE Eprrorn:—What is the present therapy of nephritis and 
nephroses in regard to antibiotics and steroids? Please indicate 
dosage of steroids and duration of therapy. 
M.D., Massachusetts. 


ANswer.—Acute hemorrhagic glomerulonephritis is an indica- 
tion for prompt antibiotic treatment of any active streptococcie 
infection, but not with the expectation of favorably influencing 
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the renal lesion. Neither in this condition nor in chronic 
glomerulonephritis with renal failure is there good evidence of 
a beneficial effect from hormonal treatment. However, in so- 
called nephrosis both antibiotics and hormones are useful. Anti- 
biotics may be administered only when signs of infection appear; 
an alternative method, and one that is perhaps superior, espe- 
cially during the winter, is to use tetracycline orally and peni- 
cillin parenterally in alternating courses at monthly intervals. 
Almost equivalent effects are obtained from corticotropin 
(ACTH) and from the adrenal steroids (cortisone and hydro- 
cortisone), Regular or gel preparations of corticotropin are 
given in doses of about 1 mg. per pound of body weight per 
day and cortisone or hydrocortisone in doses of about 5 mg. 
per pound per day. The courses of hormonal treatment may be 
brief (two weeks), more prolonged (four weeks), indefinitely 
intermittent (three days weekly), or continuous. Doses of hor- 
mones given intermittently or continuously are individually 
reduced from amounts used initially, using the sedimentation 
rate and amount of proteinuria as guides to optimum dosage. 
Dietary sodium should be restricted and excess potassium pro- 
vided during such treatment. In general, prolonged remissions 
may be expected in about 25% of patients and some remission 
in another 50%. The decision to maintain intermittent or con- 
tinuous treatment is based on establishing a remission that is 
not considered complete or lasting. Investigators in this field 
each tend to have their own regimens. These are reviewed in 
“Proceedings of the Sixth Annual Conference on the Nephrodic 
Syndrome” (New York, National Nephrosis Foundation, Inc., 
1955), by Riley and Davis (A. M. A. Am. J. Dis. Child. 90:534, 
1955), and by Luetscher, Piel, and Curtis (J. Chron. Dis. 
1:442, 1955). 


ULCERATIVE COLITIS 


To THE Eprror:--A man aged 45 years has ulcerative colitis 
involving the entire colon. He is not too ill; his nutrition is 
good; and he has only two or three watery stools per day, 
sometimes lightly tinged with blood. Surgeons advise com- 
' plete colectomy, including the rectum, leaving him with a 
nent enterostomy. Granted that this procedure will rid 
_ him of his colitis, what sequelae can be expected in the way 
of interference with nutrition and other symptoms resulting 
from altered physiology? Will the man ever be able to return 

_ to work? Anton W. Oelgoetz, M.D., Columbus, Ohio. 


‘ 


ANSWER.—It is assumed from the description of this patient's 
case that he has no complications or unusual conditions asso- 
ciated with his ulcerative colitis. Surgery would not be advisable 
in any average, similar case. The inquirer’s questions are an- 
swered in an article, “Early and Late Experiences of 124 
Patients with Ileac Stomas” ( Rogers, A. G.; Bargen, J. A., and 
Black, B. M.: Gastroenterology 27:383-394 |Oct.| 1954). Tleos- 
tomy will rarely result in interference with nutrition, but other 
handicaps might well overshadow the favorable effects of an 
ileac stoma in a patient whose condition is as described. 


REHABILITATION 


To tHE Eprror:—In the Queries and Minor Notes section of 
Tue Journat, March 31, 1956, page 1185, is a question re- 
garding exercises in the treatment of a patient with some 
ataxia of forearm, hand, and foot after operation for a brain 
tumor. The answer stated in effect that the treatment 
potentials were limited and that a prolonged process of 
repetitive exercises was called for in order to increase the 
residual skills. Special reference was made to Frenkel’s ex- 
ercises. In cases of this kind general physical training prior 
and in addition to repetitive exercises should be applied. 
The modern concept of rehabilitative treatment after brain 
tumor operations, and in many other disabled states, is based 
on the knowledge that a far-reaching physiological reorgani- 
zation is thus brought about, especially in the nervous sys- 
tem. When the Swedish physiotherapist Zander introduced 
his system of remedial exercises during the last century, 
treatment was confined to the afflicted part of the body. 
Today, we know that physiological transfer effects from a 
broad activity program are of such profound therapeutic 
significance that the approach to exercise treatment had to 
be changed. Much evidence pertaining to the matter has 
become available through studies on athletes in competitive 
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sports, some of whom have attained outstanding perform- 
ances in the presence of neurological and other systemic 
disorders (Rusk, H. A.: Physical Handicap No Bar to the 
Determined Athlete, New York Times, Dec. 12, 1954. Jokl, 
E., and Suzman, M. M.: Aortic Regurgitation and Mitral 
Stenosis in a Marathon Runner, with Special Reference to 
Effects of Valvular Heart Disease on Physical Efficiency, 
J. A. M. A. 114:467-470 [Feb. 10] 1940. L’Etang, H. J. C. J.: 
Physical Disabilities in Sportsmen, Practitioner 174:584-588 
[May] 1955. Mallwitz, A.: Arzt und Versehrtensport, Stutt- 
gart, Germany, Ferdinand Enke, 1954). 


The process of reorganization under the influence of training ~ a 


takes place on different functional levels. In contrast to what 
Welch (Adaptation in Pathological Processes, Baltimore, Johns 
Hopkins Press, 1937) pointed out in respect to adaptations in 
pathology, a comprehensive remedial exercise program invari- 
ably mobilizes physiological resources and therefore always 
tends to lead to an improvement of performance (Jokl. E.: 
Medical Theory of Gymnastics, Brit. J. Phys. Med. 11:2-7 
[Jan.-Feb.] 1948). 

The remarkable development of track and other athletic 
records during the past 20 years may illustrate the point under 
reference. This development is altogether due to the substitu- 
tion for a repetitive exercise system of a much broader concept 
of physical training. In the early 20's, when the Finnish runner 
P. Nurmi dominated the middle and long-distance competi- 
tions, training for the mile race consisted of mile-running 
practice. At that time the record stood at around 4 minutes and 
10 seconds. The conquest of the four-minute barrier was due 
to the introduction of sprinting and gymnastics and a variety 
of other “general” exercises, in addition to the time-honored 
“repetitive” training exercises. 

We begin rehabilitative treatment of patients after brain 
operations with instruction in the swimming pool, if necessary 
with the help of floats, vests, or inner tubes, followed by daily 
calisthenic exercises, selected games, and graded weight and 
resistance practice. We exercise the afflicted limb or limbs 
directly and systematically only after four weeks or so of gen- 
eral rehabilitative therapy. Even then we never discontinue the 
basic physical training program, At the same time an effort is 
made to develop the skill of the unaffected limbs to the 
maximum. 

A 42-year-old patient who developed spastic pareses of the 
left arm and leg after removal of a brain tumor became an 
outstanding table-tennis player by using his right arm. An 
additional contralateral training effect was induced in this 
manner and he was eventually able to resume his work as 
a welder. In another instance, a 20-year-old girl with a 
similar history became an excellent painter while she was a 
patient at the rehabilitation center. Intensive interest was 
thus engendered in the prolonged treatment, which yielded 
highly satisfactory results, as are commonly obtained through 
rehabilitative therapy after cerebral surgery. Prolonged repe- 
titive exercises such as Frenkel’s are of value in selected 
cases, but they are rarely indicated as the main form of 
remedial or rehabilitative treatment. 

Ernest Jokl, M.D. 
University of Kentucky 
Lexington, Ky. 


EFFECT OF SALICYLATES ON HEART 
To tHe Eprror:—In the reply to a query on the effect of 
salicylates on the heart (THe JounnaL, May 5, page 117) 
is a reference to Cushing as the author of one of the “older 
textbooks of pharmacology.” Surely the reference was to 
the book written by Arthur R. Cushny, whose text on phar- 
macology and therapeutics written at Ann Arbor, Mich., 
together with manual of pharmacology written by Dr. Soll- 
mann, served so well those of us who got our introduction to 
pharmacology 40 or more years ago. 
Erwin E. Nelson, M.D. 
Director, Department of Pharmacology 
St. Louis University School of Medicine 
St. Louis 4. 


Dr. Nelson is correct. The reference should have been to 
Cushny not Cushing.—Ep. 


